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; SOME MINOR DISORDERS OF THE FEMALE GENITALIA.* 


BY L. H. DUNNING, M. D., INDIANAPOLIS, IND. 
Professo, of the Surgical Diseases of Women in the Medical College of Indiana. 


In preparing a paper for the society at this time I have con- 
eluded to depart from the usual custom of the specialist in re- 
porting the results of his studies and observation upon the 
more important work that comes under his observation and 
treatment; and while the minor diseases I shall speak of this 
evening may seem of little moment, yet I trust the paper will 
be of some general interest, inasmuch as the cases described are 
such as fall under general observation and within the line of 
our successful treatment. 


KRAURCSIS VULVA. 


The first disease I shall consider is kraurosis vulvae 
(Briskey); “serpinginous vascular degeneration of the nymphae” 
(Tait); “progressive cutaneous atrophy of the vulva” (Reed). 
This disease is one more peculiar to advanced life. It is a dis- 
ease that has attracted the attention of the physician for but a 
brief time. Allusions were made to it in the writing of Dr. 
James R. Simson, but it was not systematically studied until 
about twenty years ago. The most notable contributions to our 
kuowledge of this disease have been made by Tait, Briskey, 
Reed and Longyear. The picture of this disease is distinct, so 
distinct, indeed, that it will not be confounded with any other. 
It is characterized by atrophy of the skin and mucous mem- 
brane about the vulva. 

The patient complains of a soreness and pain about the 
urethra and vagina, painful coition ‘and pain in movements of 
the parts. On inspection of the parts affected during the early 
stages of this disease, the examiner will observe uistinet spots 
of discolored tissue. These are areas of skin or mucous mem- 
brane, irregular in outline, small in extent, situated usually upon 
both sides of the labia majora or nymphae, near the opening, 
or just above the opening of the vulvo vaginal gland; and not 
infrequently an area surrounding or upon one side of the tis- 
sues of the vestibule about the meatus urinarius. These spots 
are exceedingly sensitive to the touch, and vary in color from 
a bright red to a deep purple. On close inspection they will 
be seen to be deprest below the surface surrounding the affect- 
ed area, indicating that there is an atrophy of the tissues in- 
volved. As the disease progresses the spots first observed will 
be seen to lose their color and sensitiveness, but new areas will 
appear, though progressively and symmetrically, upon both 
sides, while the ecchymosed and sensitive area surrounding or 
upon one side of the urethra will gradually lose its color and 
become abnormally pale. 

The disease is progressive in character, and will persist until 
the whole of the tissues surrounding the orifice of vagina wil 
have been involved and past through the various stages of the 
disease. The final result is atrophy of the integument and mu- 
cous membrane at the outlet of the vagina. The atrophy Is so 
great that even in women who have borne children the smallest 
finger can be introduced into the ostium with great difficulty. 

Longyear has called attention to the fact that there is a 
fibrous band beneath the atrophied tissues which renders the 
structures about the vaginal opening imelastic and undilatable 
without tearing the fibrous band. ‘As a rule. several years (two 
to four) will elapse from the outset of the disease until this re- 
sult is accomplisht. At the beginning the tissues involved ar» 
extremely sensitive and more or less painful. At the last the 
sersitiveness and pain have disappeared, unless an effort be 
made to dilate the orifice of the vagina. 

This disease is spoken of by writers as being of rare occur- 
rence, but I have encountered six cases during the past year 
and about a corresponding number during late former years, so 
I conclude it is less rare than many suppose. 

The pathology of the disease is most interesting. Tait re- 
moved portions of the diseased areas and examined them nnder 
the microscope. He says:** “I placed the fresh fragment in my 
freezing leptotoine, and having stained the sections by hema- 
toxylin, silver lactate, go:d perchloride and cay™ine, I found 


*Read at a meeting of the Marion County Medica: Society, Decem- 
ber 13, 1898. 


*Tait’s Diseases of Women, p. 52. 


that at the site of the spot all the textures had been removed 
save a few fibers, the walls of the capillaries and the super- 
ficial epithelium, under which the loops of the capillaries, with 
thinned and dilated walls, lay almost unprotected, and all traces 
of gland structure had disappeared. The gold staining also 
showed nerve fibers, which lay among the capillaries almost as 
unprotected. 

“These observations explain the three chief clinical facts of 
the disease, the great pain, the abuormal vascularity of the 
spots and their tendency to bleed when toucht, and the contrac. 
tion of the surface in the third stage. It is, in fact, a progress- 
ive atrophy of the mucous membrane; the last textures being 
affected being the blood vessels and nerves; for when the proc- 
ess has been completed the pain ceases, the redness disappears 
and nothing but a vestibulum vaginae so narrow that incred- 
ulity may be excused when the patient states that she has borne 
children.” 

Reed*** shows that the ecchymosed areas are due to hemor- 
rhagic infiltration. In the earlier stages there is well markt 
hyperemia. In the later stages cellular infiltration is less markt 
and characterized by an almost total disappearance of the papil- 
lae of the chorion. The disappearance of the papillae is un- 
questionably due to the organization 'and shrinking of the gran- 
ulation tissue. Various stages can be noted in any section. 
There were no observations of nerve-endings. Neither of the 
two authors quoted mention the fibrous band described by 
Longyear, who regards this feature of great importance, viewed 
from the standpoint of operative cure. 

There is a uniformity in the statement of all observers 
relative to the definite and fixt course of the disease. There do 
not seem to be any medicinal agents that are curative. Even 
operative measures, if applied prematurely, seem to affect the 
course of the disease very little. There are some remedies, how- 
ever, Which are quite effective in relieving the pain and sensi- 
tiveness of the diseased areas. Carbolic acid, applied full 
strength once a week, certainly mitigates the symptoms to some 
extent. When the sensitive spots are near the meatus, care 
must be exercised lest the mucous membrane of the orifice of 
the urethra be cauterized and there results an urethritis. Coition 
must be prohibited, and so must an avoidance of scratching, in 
ease the parts itch. In case the labia become fissured, the ap- 
plication of orthoform ointment will be of great service in re- 
lieving the smarting and pain incident to such fissuring. As a 
matter of fact, the fissuring is not a part of the disease. It is 
only incidental, a result of a dermatitis caused by scratching or 
rubbing to relieve itching. In some cases close inspection of 
the parts will reveal minute spots of granular tissue upon the 
ecchymosed areas. In such cases there is a considerable pain 
and smarting, which is best relieved by an application of a ten- 
grain solution of nitrate of silver, followed by the orthoform 
ointment. Orthoform is ‘a local anesthetic of great value when 
there is a painful smarting or raw surface about the vulva. I 
have used it with the greatest satisfaction in several cases. It 
is nontoxic and may be applied freely in the powder form or as 
an ointment. It exerts no anesthetic properties when applied to 
an unbroken surface of mucous membrane. Tait advised that 
“the patient should always be informed that the progress of her 
disease would extend over years, that it will certainly get well 
in time, but that treatment from time to time will give her re- 
lief.” Local application of cocaine should be avoided. 

In the late manifestations of the disease excision of the 
affected parts and closing the wound by sutures has been resort- 
ed to with decided benefit. When the fibrous band is apparent 
it should be removed. Longyear reports very gratifying results 
from this procedure. 


URETHRAL CARUNCLE. 


Very closely associated with the above described disease is 
urethral caruncle. This neoplasm has been variously named by 
different authors. Tait designates it as vasenlar tumor of the 
urethra, James R. Simpson as urethral caruncle and Skene as 
capillary polypoid angioma. While urethral caruncle is not 
confined to any neriod of adult life in woman, it is of frequent 
oceurrence in of kraurosi* -ulvse. When it occurs with 
this disease, in the last stages t™~ ‘owes end of the urethra will, 


***Trans. American Association Obstetricians and Gynecologists, 
vol. (?), p. 355. 
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frequently stand out prominently beyond the vaginal orifice; 
and when this occurs not infrequently one or two caruncles 
will be noticed at the orifice of the urethra, and also very of- 
ten an inflamed area of mucous membrane surrounding the ori- 
fice. When this morbid conditions is present, the patient ex- 
periences markt pain in coition,-in voiding urine and the fric- 
ton of the clothes induces pain and nervousness. 


The urethral caruncle may occur as a single neoplasm, or 
there may be two or three present, located at the orifice, spring- 
ing, as a rule, from its posterior border. They may be sessile or 
pedunculated; small in size or as large as a hazel nut. The 
larger ones are more prone to be sessile. In rare instances they 
are erectile. They are of a bright red or scarlet color, very vas- 
cular and exceedingly sensitive to the touch. The chief symp- 
tom produced by this neoplasm is pain on coition, sensitiveness 
of the parts by the friction of clothing and, in rare instances, 
to changes of positions of the body. They are not infrequently 
accompanied by pain in the back and through the loins, and 
extreme nervousness and in some instances they bleed quite 
profusely. In other instances the epithelial covering of the neo- 
plasm is eroded and the contact of the urine is extremely pain- 
ful, so that the subjects of the disease will retain the urine as 
long as possible. In the larger sized, sessile forms of the car- 
uncle they sometimes render micturition extremely difficult. Ure- 
thral caruncle is the most common form of urethral neoplasm. 
These growths may be differentiated from inflammation of the 
urethral glands by their location and the absence - involve- 
ment of the orifice of the gland. 


They may be differentiated from prolapsus of the urethra by 
observing the urethral opening is in the center of the mass in 
ease of prolapsus, and the readiness in which the prolapsus may 
be reduced. ‘Che etiology of these neoplasms is unknown. Tait 
states that they are frequently associated with women in the 
middle stages of life, but no age is exempt from their appear- 
ance. Histologically, the growth consists of dilated capillaries 
surrounded by a more or less dense stroma of fibrous tissue. 
Some observers have demonstrated in them the presence of 
nerve structure. They are non-malignant, but possess a markt 
tendency to recur when removed. 


The treatment of urethral caruncle is the removal of the 
neoplasm. When the growth is pedunculated, this is most easily 
accomplisht by seizing the neoplasm with forceps, making trac- 
tion upon it and cutting off the peduncle and its attachments to 
the mucous membrane, and touching the raw surface with the 
electro or thermo cautery, heated to a cherry red heat. When 
the little tumors are pedunculated, considerable care will be 
necessary to remove the whole of the growth. Some operators 
prefer in such cases to destroy it by applications of nitric acid. 
When this is done, the healthy mucous membrane in front and 
around either side of the neoplasm should be protected against 
the effects of the acid. One blade of Skene’s urethral speculum 
will be found serviceable for this purpose, or Jackson’s “fene- 
strated speculum’ may be introduced into the urethra far 
enough so that the neoplasm will project through the fenestrum, 
when the application of acid may be safely and thoroughly 
made. I can see no need of the employment of a snare for the 
removal of these neoplasms, and have long since abandoned it 
except where the growth is attacht far up the urethra. It must 
be remembered that the growths are exceedingly vascular, so 
that when they are snipt off with the scissors the base must be 
well cauterized or there will be a considerable amount of hem- 
orrhage. When the neoplasm occurs in conjunction with krau- 
rosis vulvae, and the lower end of the urethra is prominent and 
inflamed, it has been my practice during the last two or three 
years to meke an incision of the lower end of the urethra, which 
is accomplisht after the following method: With two or three 
of Ffalstead’s catch forceps, the lower end of the margin of the 
urethra is seized at its junction with the mucous membrane of 
the vestibule at intervals surrounding the orifice. The assist- 
ant will make traction upon these forceps so that the urethra 
is drawn out a short distance; the operator can then with a 
knife quickly make ark amputation of the urethra. The mvu- 
cous membrane of the urethra will not retract. The lower end 
of it, however, can be seized by the Halstead forceps and drawn 
out to the edge of the mucous membrane surrounding the ure- 
thra, to which it should be stitcht by fine silk thread, using 
geix or efght sutures. When the sutures are all placed and tied 
every portion of the incised surface is covered. I am in a habit 
of leaving in the bladder a rubber catheter for twenty-four 
_ hours. then removing it and allowing the patient to vold urine 

herself. She may be permitted to get up to the commode with- 
out any risk. This procedure has. in my hands, given much 
more favorable results than the old method. 


SENILE ENDOMETRITIS. 


The last morbid condition of which I shall speak is senile 
endometritis. It is dependent upon post-climateric degenerative 
changes in the endometrium, hence is sometimes associated 
with the two maladies mentioned above. It is usually found in 
patients who have previously suffered from other forms of en- 
dometritis, and is very frequent in women who have had the 
uterine appendages removed on account of pus accumulations 
within the Fallopian tubes and ovaries. This latter statement 
is especially true if there be present at the time of the abdominal 
section a glandular endometritis dependent upon infection. It 
is true in such cases not infrequently that with the atrophic 
changes incident to the induced menopause the endometritis 
will disappear within one or two years. Sexton has, by his in- 
vestigation, thrown light upon the subject of this form of endo- 
metritis. His description of the clinical features and micro- 
scopical findings of one of his cases cannot be easily improved 
upon. He says:* “Upon examination the vagina contained a 
small quantity of a thin, sanious muco-purulent liquid of an ex- 
tremely offensive odor. The uterus is over three inches deep, 
retroverted and somewhat fixt in its malposition. There is an 
old laceration of the cervix. A dull curet brought forth a con- 
siderable quantity of pus and blood, and its introduction was 
attended with considerable pain. After a few days she was 
placed under an anesthetic and the entire cavity of the uterus 
thoroughly curetted with a sharp instrument, after previous dl- 
lation with a steel dilator. The cavity was wiped out with car- 
bolic acid, then irrigated and the vagina tamponed with iodo- 
form gauze. The tissues removed by the scraping revealed pus, 
blood and connective-tissue detritus; no sign of decidua or evi- 
dence of intrauterine growth. The specimens were submitted 
to a competent microscopist, who reported absence of the nor- 
mal epithelium lining the uterine cavity and proliferation of 
irregular squamous epithelial cells heapt upon each other, 
which show a granular degeneration going on in them. Occa- 
sionally could be found a fibrous stroma enclosing numbers of 
these cells, and at intervals portions of muscumr fibers from 
the uterine wall. He submitted an opinion that these scrapings 
presented to him an appearance as if from a chronic inflamma- 
tion of the endometrium of long standing.” 


In the class of cases typified by Sexton’s case* a thin, fetid, 
purulent discharge from the uterus is a markt characteristic. In 
some instances there is a slight hemorrhagic discharge and a 
general cachexia. There is, often, too, pain through the uterus 
and back and down the limbs. In all the cases I have seen 
there has been a patulous os. Not infrequently there has also 
been senile vaginitis, and pruritus vulvae. The general appear- 
ance and history of the cases sometimes closely resemble, *h?t 
of malignant adenoma of the uterus, from which it can only 
be diagnosed by a most searching examination, both by a physi- 
eal examination of the patient and by microscopical examina- 
tion of the scrapings. In the less severe forms of the disease 
there is less odor to the dicharge, fewer cases attended by vag- 
initis and hemorrhagic flow; but in these cases there is not in- 
frequently a most persistent and distressing pruritus vulvae. 
This is the form of atrophic endometritis in which the columnar 
epithelium sometimes becomes horny in character or dis- 
placed by epithelium of the squamous variety. In this form there 
is no enlargement of the uterus. As a rule, the cervix is nor- 
mal and atrophied unless there is*associated with the endome- 
tritis a vaginitis, in which case there will be minute ulcers upon 
the vault of the vagina encircling the os. There is no neoplasm 
and no indurated tissues. In such instances the ulcers bleed 
easily and the discharge is from time to time clogged with 
blood. 

The odor is often horrible, but it Sieasionaee promptly by 
proper treatment. It,.must be remembered that if ulceration 
about the os continues for a considerable time, there may finally 
result cicatricial contraction with closure of the os and conse- 
quent development of a pyometra. The treatment of senile en- 
dometritis is, as a rule, very satisfactory. Where there are no 
conditions forbidding it, deep curetment is uniformly success- 
ful in bringing about a cure. The use of the curet should be 
supplemented by the application to the uterine cavity of carbolic 
acid and the cavity subsequently washt out with sterilized wa- 
ter. No packing of gauze should be employed and the cervical 
canal should be left patulous by means of a thorough dilation. 
When, for any reason, a curetment cannot be performed, the 
application of a strong solution of nitrate of silver (one-half to 
one dram to the ounce of distilled water) will be found service- 


*Transactions American Association of Obstetricians and Gyne- 
cologists, vol. vii, pp. 315-319. % 


*American Journal Obstet. vol. 1895, p. 13. 
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able, often effecting a cure if the drainage be good. Munde ex- 
tols the use of pure nitric acid applied to the uterine cavity. 
During last spring we successfully treated a case at the Bobbs 
Free Dispensary by applications of a mixture of equal parts of 
tincture of iodine and carbolic acid, alternating with 4 ten- 
grain solution of nitrate of silver. 

For the cure of the accompanying senile vaginitis, I have 
found no other remedy equal to applications of solutions of ni- 
trate of silver of the strength of ten grains to the ounce of dia- 
tilled water. The moderate use of stringent and antiseptic vag- 
inal douches are beneficial. Of the latter, I prefer carbolic acid 
in the strength of one-fourth per cent to one-half per cent solu- 
tions. These are especially serviceable when the discharge is of 
fetid odor, or if the disease is attended by pruritus vulvae. As 
an application to the vulva for the relief of the pruritus, an 
ointment composed of one-balf ounce of oxide of zine and pul- 
verized starch to two ounces of vaseline is excetyent. This oint- 
ment should be applied freely after each douche. Should there 
be markt inflammation about the vulvar skin and mucous mem- 
brane, with excoriations of fissures, I know of nothing that af- 
fords so much relief as the application of an ointment of ortho- 
form with vaseline and lard as a base; one dram to one ounce. 
If the fissures are painful, as they are sometimes, the ortho- 
_— powder may be freely dusted over the surface, with much 
Belief. 

Senile endometritis is a curable disease, hence hysterectom 
for this malady is not justifiable. ; 


FLOATING KIDNEY (HYDRONEPHRITIC); GALL BLADDER 
DISTENDED WITH GALL STONES AND ADHERENT 
TO THE KIDNEY; NEPHROPEXIA; NEPHRO- 
TOMY; CHOLECYSTOTOMY; THIRTY- 
FIVE GALL STONES REMOVED; 
RECOVERY.* 


BY THOMAS H. HAWKINS, M. D., LL.D., DENVER, COLO. 


Professor of Gynecology and Abdominal Surgery, Gross Medical College; Attend- 
ing Gynecologist to St. Anthony’s and the Arapahoe County Hospitals. 


The following case is, I think, of sufficient interest to war- 
rant my placing it on record. It is a typical case in more 
senses than one. 

I take the following notes from the case-book of St, An- 
thony’s Hospital: Mrs. M. E. W., admitted to St. Anthony’s 
Hospital August 5, 1898. (Service of Dr. Thomas H. Hawkins.) 
Age of patient, 34 years; occupation, housewife; native of Eng- 
land. Married 16 years, has resided in Colorado for 14 years; 
mother of eight children and has had three miscarriages. 

Patient always enjvyed good health until three years ago, 
when she had what she termed a “fainting spell,” followed by 
chills and fever, and was confined to her bed for several days. 
After this she remained well for one year, when she had an- 
other attack of “fainting” and a chill, followed by fever. This 
time there was considerable pain in the region of the liver and 
gall-bladder. Since this attack she has had many “spells of bil- 
jousness,” frequent headaches and more or less dizziness. Four 
months prior to her admission to the hospital she had another 
illness of “fainting,” which was followed by a severe chill and 
a high fever. Since this last attack she has been confined to 
her bed most of the time. During the past month she has suf- 
fered with pain in the right side and shoulder, radiating from 
the umbilicus. She has had persistent (for the last three years) 
indigestion and constipation. 

Upon a physical examination there was found @ tumor just 
about where one would expect to feel a distended gall-bladder. 
It was difficult to tell whether this enlargement was a floating 
and enlarged kidney or a distended gall-bladder. The patient was 
slightly jaundiced and had had frequent attacks of vomiting. 
The urine was examined by Dr. E. C. Hill and some traces of 
bile were found, as well as a small amount of pus. There was 
considerable tenderness over the enlargement and the ab- 
d@ominal walls were very rigid. The case was diagnosed gall- 
stones. 

August 8, patient being under the influence of an anesthetic, 
more thorough examination was possible... The swelling was 
then determined, or at least believed, to be a floating kidney. 
The mass was quite movable and could be pusht down into the 
lumber region, tho not quite so far down and back as is 
ordinarily possible with the loose kidney. Patient was turned 
on her left side, the mass being held in position by Dr. Sherman 
Brown, and the usual incisfon, one and one-half inches below 


the line of the last rib, was made. The kidney was found with- 
out difficulty, though it was held in position with considerable 
difficulty. The capsule of the kidney was opened and stitcht to 
the lumbar fasciae and the last rib. ‘The kidney was then in- 
cised, and on opening into the renal pelvis about eight ounces 
of urine, with a small amount of pus, was discharged. The 
pelvis was now washt out and filled with plain sterilized gauze. 
There was still to be felt back of the kidney quite a perceptible 
mass. Peeling off the capswie of the kidney and burrowing 
around back of it gently, this other swelling was reacht and 
punctured and a stream of perfeetly clear water came forth. 
The opening was enlarged and a gall-stone rolled out! With 
the finger and a small scoop thirty-five of these beautiful speci- 
mens were removed. The gall-bladder was not washt out, but 
a small rubber drainage tube was inserted. The gauze was 
removed from the kidney and a rubber drainage tube properly 
placed, and the wound closed, except at the points where the 
drainage tubes projected. The patient’s convalescence was ideal. 
The temperature at ne time went above 99. The drainage tubes 
were removed on the tenth day after the operation, and eight 
days later the patieat was discharged cured. 

I have seen this woman several times since the operation; 
she has remained perfectly well, has not suffered any incon- 
venience as a result of the operation, and has gained some twen- 
ty pounds in flesh. She has a good appetite, her dyspepsia has 
disappeared, her “fainting spells,” followed by chills and fever, 
have not recurred and in every respect, so far as I can tell, 
she is in a perfect condition of health. 

I present this case because to me it is an exceedingly in- 
teresting as well as an instructive one, and I believe that it is 
unique in at least three respects. First, because it is the only 
case, so far as I have been able to ascertain, where a floating 
kidney became adherent to the gall-bladder, the kidney hydro- 
nephrotic and the gall-bladder distended with stones. Second, 
I believe it is the only instance in which gall-stones were re- 
moved through an incision in the lumbar region, as was done 
in this ease. Third, the entire operation was extraperitoneal. 


UTERUS REMOVED FOR NERVOUSNESS.—EPITHELIOMA 
VULVAE, REIOVED BY EXCISION.* 


BY WILLIAM H. WATHEN, A.M., M.D., LL.D., LOUISVILLE, KY., 


Professor of Obstetrics, Abdominal Surgery and Gynecology in the Kentucky 
School of Medicine; Fellow of the American Gynecological Society and 
the Southern Surgical and Gynecological Society; Gyne- 
cologist to the Kentucky School of Medicine 
Hospital and the Louisville City 
Hospital, Etc. 


This little specimen is a uterus removed some days ago from 
a single lady thirty-two years of ‘age, whose ovaries and tubes 
were removed two years ago by a surgeon in St. Louis, for 
what purpose I do not know; all If can learn from her is that 
she was then very nervous; nor am I able to determine that the 
tubes contained pus. She derived no benefit from that opera- 
tion; instead grew steadily worse as a result of it. She finally 
became very much more nervous, and through the influence of 
her family, sanctioned by one or more physicians, she was 
placed in a lunatic asylum and remained there three months, 
then was dismist as either “cured” or the superintendent could 
not believe she was insane. She now has no symptoms of in- 
sanity that I can discover. 

When referred to me by her physician she located all her 
trouble in the region of the uterus; there was constant pain, 
irritation and weight in that region. I questioned her closely 
‘and could not induce her to believe she had any trouble that 
did not arise in the uterus, nor could I divert her mind from 
that belief, and she insisted that there was no way of getting 
relief except by its removal. I told the family and the lady 
herself that I could give no positive assurance of final results, 
allowing them to accept the responsibility themselves; and be- 
ing urged to do so by the patient, her tamily and the physician, 
I removed the uterus. There is nothing to say about its removal, 
except that being very small, it required but ten minutes to re- 
move it, and had I bisected as I usually do, I could have re- 
moved it in five minutes. While a very nervous woman, she 
had no trouble from the operation, and has had none since. 
I have never seen a more quiet patient after the operation, and 
she has remained free thus far from nervousness. 

‘The reason I present the specimen is this: I have frequently 
exprest myself in papers and in my reports before this society 
in favor of removing the uterus whenever we remove both tubes 
and ovaries, because the uterus, I claim, can do no good and it 


*Proceedings of the Louisville Clinical Society stenographically reported for 


*Read before the Golden Belt Medical Society, Kansas. 


this Journal by C. C. Mapes, Louisville, Ky. 


| 
| 
| 
| 
| 
| 
| 
‘ 
| 
ar 


152 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


inay do a-:great deal of harm, though we may not be able to find 
any disease in it. Following the former operation this uterus 
kept up a constant leucorrheal discharge, causing irritation 
and inflammation at the vulva and the ostium vaginae. Local 
applications gave but little relief, and the day before I operated 
upon her I noticed that the os was nearly closed, with a sanious 
discharge coming from the uterus. This character of discharge 
we frequently find after the change in life, which,causes a per- 
sistent pruritus vulvae. Then I have noticed a few cases, where 
the ovaries and tubes have been removed, followed by extreme 
nervousness, bordering on insanity, with no good results, but 
finally, probably several years afterward, the uteri were re- 
moved with perfect results and the women entirely recovered. 

Now, I await with no small degree of anxiety to see what 
is going to be the result in this case, but I believe the woman 
will be in better condition than she has been for years. 

EPITHELIOMA OF THE VULVA. 

‘bhe next specimen is interesting in view of the fact that we 
very seldom meet with one of this kind. About a week ago a 
lady from Mississippi consulted me; she was married, mother 
of thirteen children, seven of whom are living; her age is fifty- 
four years. She past the change of life at about the usual time. 
Two years ago a pruritus began of the left side of the vulva, 
just at the junction of the labia minora and the labia majora, 
a little behind the anterior border of the entrance into the vag- 
ina. After the pruritus began the lady detected a little growth 
in that situation, and was compelled to rub herself almost con- 
stantly when awake; the growth began to enlarge and the irri- 
tation increast, so that for the last year she has suffered so in- 
tensely that life was almost not worth living, and she demanded 
that something must be done, if possible, to relieve her. She 
had consulted a surgeon in Birmingham, Ala., and recently phy- 
sicians at home, none of them having made a diagnosis, pre- 
scribing local applications of carbolic acid, etc., with no relief; 
on the other hand, her suffering was almost intolerable after 
each application. As soon as I exposed her vulva the condition 
was such that I was astounded that any man who claims to 
understand anything about malignant disease could not have 
diagnosticated the trouble as malignant. It was a typical case 
of epithelioma of the vulva. 

This is the first case of epithelioma of the vulva, well markt, 
that I have seen, the condition being extremely rare. The mass 
generally continues enlarging until death results in three or four 
years. This growth had destroyed the left labium majus, over 
half of the right labium majus, both labia minora, the clitoris, 
and the lower one-fifth of the urethra; it had gone down nearly 
to the symphisis pubis, and had involved the mons veneris; all 
of which were removed. 

The operation is performed either by excision with the knife 
or cautery; I preferred excision in this case, because I see no 
Treason why any surgeon cannot control hemorrhage in these 
cases, though it is very abundant unless controlled carefully. 
The growth was excised, the woman losing only a tablespoon- 
ful or two of blood. She had no trouble from the operation and 
has had none since, but within four hours after the operation, 
and as soon as she became conscious from the effects of the 
anesthetic, she exprest herself as absolutely relieved from all 
pain and itching, and said: “I have not felt such relief for two 
years.” She has had no return of the pain from that time until 
the present. Before the operation she could only get rest while 
under the influence of am anodyne; since the operation she has 
taken nothing of this kind. 

A careful microscopical analysis of a section has been made, 
showing it to be a typical epithelioma. The glandular involve- 
ment upon the left side, where most of the growth was situated. 
was about as large as a hen’s egg; upon the other side there 
was a gland about as large as the end of the finger. The en- 
larged glands were not removed, because the patient’s heart 
under chloroform beat 145 times per minute, and it was deemed 
inadvisable to further prolong the operation. As soon as she 
thoroughly recovers from the effects of the operation I am go- 
ing to remove the enlarged glands under the infiltration method 
of Schleich. I think I shall have no trouble in dissecting out 
the glands under local anesthesia. 


In his recent excellent paper on the surgical treatment of 
appendicitis, Dr. Carl Beck, Professor of Surgery in the New 
York School of Wlinical Medicine, says: “However light the 
clinical expression of appendicitis may be, and how much It 
may appear to be in favor of a speedy temporary recovery, the 
operation is always justifiable. As the strength of the infection 
ean never be known with certainty from the beginning, it ap- 
pears to be wiser to take each appendicitis seriously. Among 
two evils the smaller should be chosen, and operation 1s the 
smaller evil.” 


SUPRAPUBIC CYSTOTOMY, WITH CATHETERIZATION 
OF THE URETERS.* 


BY WILLIAM L. RODMAN, A. M., M. D., PHILADELPHIA, PA. 


Professor of Surgery and Clinical Surgery in the Medico-Chirurgical College of 
Philadelphia. 


The case I shall bring before you to-day is one of exceeding 
interest. In brief, he has chronic cystitis of four or five years’ 
Standing. That much is certain; then there is the uncertain ele- 
ment in the case whether or not this cystitis is due to an old 
stricture or—what is more probable—enlarged prostate; or 
whether it is due to trouble higher up, in the kidney. This is a 
matter that we shall be able to determine soon. He has chronic 
cystitis, necessitating the voiding of his urine every hour in the 
twenty-four, which prevents ‘his getting any comfort during the 
day or any rest at night. In consequence of this, as a matter 
of course, he has run down in a general way and has suffered 
very greatly, indeed. Examination of his urine shows it to be 
filled with pus. It shows, furthermore, that pus is intimately 
mixt with the urine; there are some red blood-cells, and some 
epithelial cells, which indicate that the trouble may be either 
from the bladder or higher up in the pelvis of the kidney. An- 
other very suspicious circumstance in the case is that the urine, 
instead of being alkaline, as we would expect it to be in a case 
of long standing cystitis, is acid. That in itself is highly sug- 
gestive of trouble higher up, namely, pyelitis or pyelo-cystitis. 
Even if the trouble be higher up, we are doing the correct thing 
in performing a suprapubic cystotomy, so as to give the blad- 
der rest ‘and treating it as we would an old abscess cavity 
elsewhere about the body; then he can sleep continually during 
the night and will regain his general health in a reasonable 
length of time. After getting into the bladder and thoroughly 
sterilizing it, we shall make an examination of the ureters. We 
are provided with a small electric lamp for that purpose; and 
we will catheterize each ureter, some of the fluid coming from 
each kidney being put aside in a separate bottle to be carefully 
examined. After we have relieved his bladder, if we find there 
is any trouble with the kidneys, we ought to be able to locate 
that trouble and say definitely whether the right or left kidney 
is involved; then at the proper time we will do an operation 
through the loin: going into the kidney, doing a nephrotomy or,. 
if the case seems to justify it, a nephrectomy. This patient’s 
age would make it probable that his chronic cystitis is the re- 
sult of enlarged prostate gland; he has residual urine in the 
bladder at all times; he suffers great pain on micturition; the 
act is altogether too frequent; pain is felt more particularly at 
the close of the act. All of these symptoms, of course, simply 
point to bladder trouble, or pure cystitis. But the fact that the 
urine is acid instead of alkaline, and that it contains red blood- 
celis and a few epithelial cells, which look as if they came from 
the pelvis of the kidney—these symptoms (and the further fact 
that the urine contains a few crystals of the oxalate of lime), 
taken along with the evidence that the patient has suffered pain 
in the back and left side, leads me to suspect that it is quite 
possible we may find the trouble higher up, viz.: pyelitis. If the 
trouble is pyelitis, I am almost sure the left kidney is involved. 

As you know, ovelitis is a suppurative inflammation of the 
pelvis of the kidney. Some time ago I had a case with very 
much the same symptoms that this man has, where the same 
line of procedure was followed as will be done to-day. It was 
a case of chronic cystitis, secondary, however, to a suppurative 
pyelitis. Suprapubie cystotomy was performed at first, and later 
a nephrotomy, with very excellent results. 

As to the steps in the operation: First, this patient has had 
an enema, his rectum being thoroughly emptied. He has had a 
general bath, and has had an antiseptic poultice over the lower 
part of the abdomen. We will now rapidly sterilize the field 
again, and after doing that a colpeurynter will be introduced 
empty into the rectum, well above the sphincter muscle; then 
an assistant will distend it and clamp the tube leading to the 
bag. so as to make it retain the air. Now, there is an advantage 
in the rectal bag in this operation beyond a doubt: it distends 
the rectum, pushing the bladder higher, also throwing it furth- 
er forward, making it come in contact with the abdominal wall; 
it also lifts the peritoneum out of the way and will render the 
operation a safer one. We should also distend the bladder, and 
for this purpose I prefer Thiersch solution to the ordinary boric 
acid; I think it is better than boric acid, being a mixture of borie 
and salicylic acid. We will distend the bladder thoroughly 
first, measuring ten to twelve ounces of Thiersch solution; this 
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will be slowly injected into the bladder, which will distend it 
until it rests above the ramus of the pubes. Of course, at the 
same time the peritoneum must rise with it and will thus be 
out of the way. We must remember that the bladder, when 
empty, is a triangular-shaped organ, situated deeply in the pel- 
vis, almost in contact witb the anterior wall of it, having be- 
tween it and the pelvis a lot of loose fatty tissue. The peri- 
toneum in the empty state descends quite to or even a little 
below the ramus of the pubes; therefore, if we were to make 
an incision into the bladder without fully distending it, we 
would, of necessity, encounter the peritoneum, and would prac- 
tically have an intraperitoneal wound of the bladder and fatal 
peritonitis might result. By distending the bladder we raise the 
peritoneum up to a safe distance. Some operators say distension 
of the bladder, even to the extent of four or five ounces, is suf- 
ficient. Certainly this is the case in the child, because the blad- 
der in the child is pre-eminently an abdominal rather than a 
pelvic organ. However, it is not the case in an adult, and 1 
think the bladder should contain at least ten or twelve ounces, 
gradually introduced, especially in a condition of this kind. 
This man has not had this much urine in the bladder for weeks, 
months, or even years, and if injected rapidly there would be 
danger of rupturing the bladder. The surgeon must remember 
that an old man’s bladder is not like that of a vigorous young 
adult, and the fluid should be introduced gently, in a continuous 
stream, rather than forcibly by the interrupted current. Now, 
we will put a rubber ligature around the penis, and in that way 
prevent escape of the fiuid after it has been introduced. Hay- 
ing done this, an incision will be made in the median line, be- 
ginning about two inches above the ramus of the pubes, then 
extending down over the ramus to the extent of half to three- 
quarters of an inch. We will cut through the superficial fascia, 
separate the pyramidales muscles, aiming to keep in the median 
line between the two muscles. When we have done that, we will 
resort to another little procedure which is of great assistance 
in this operation: we will nick the fibers of the pyramidales 
muscles as they are inserted into the bone and separate them 
longitudinally, in this way giving ourselves more room. Having 
done that, we come down upon the transversalis fascia, reach- 
ing the loose fatty connective tissue in front of the bladder and 
between it and the anterior wall of the pelvis. This fatty tissue 
is easily recognized on account of some large veins which it con- 
tains; and then the pinkish color of the walls of the bladder is 
usually visible. This fatty tissue should be cut rather than torn 
through, because if too much blunt dissection is done here, it 
will favor urinary infiltration, and in these cases the escaping, 
infected urine sometimes results in the most destructive inflam- 
mation. Therefore, the fatty tissue, if there is much of it, will 
be incised rather than torn through, and the bladder being dis- 
tended, we will plunge a sharp knife into it, making an opening 
which will admit at least two fingers, because we wish not omy 
to wash out the bladder thoroughly, but to see what is there, and 
also to catheterize and inspect the orifice of each ureter. 

There are other views possible in this case. I would not be 
surprised to find an encysted stone. Altho no stone has been 
discovered previous to the operation, we must remember that 
the most capable man may fail to detect a stone in the bladder, 
especially if the sound be introduced when the patient is not 
under the influence of chloroform. 

The patient is placed in the Trendelenberg position, which is 
ef decided advantage in this operation. Sometimes, when one 
cuts through the prevesical fat, there is quite a free hemorrhage. 
This is particularly the case where the rectal bag is made use 
of, and is due to the fact that the distended bag presses upon 
the veins which return from the base of the bladder, the veins 
in this way becoming surcharged with blood and, its return be- 
ing prevented, of course, they bleed freely. This, as a rule, 
stops immediately when the bag is emptied and removed from 
the rectum. 

The patient now being ready, we make the incision as lL 
have already described and, fortunately, strike the raphe be- 
tween the pyramidales muscles. Now, I am well down to the 
prevesical fat; I feel the rounded bladder under my finger; I see, 
further, the pinkish wall of the viscus and, of course, feel secure. 
I know that I am away from the peritoneum. Sometimes the 
peritoneum is wounded after the bladder is cut, because when 
it becomes empty it drops down and the peritoneum may be 
wounded later. Therefore, we will endeavor to hold the peri- 
toneum up out of the way. I have made a free opening into the 
bladder and the water pours out. Examining the interior of 
the bladder with my finger, I feel no stone. With gauze sponges 
I shall get the bladder thoroughly dry and introduce the little 
electric lamp to see if we can catheterize the ureters. I have in- 
troduced the lamp and we plainly see the enlarged prostate 
gland. I have now inserted a silver catheter into the left ure- 


ter without any difficulty, and we can see the urine dripping 
from it; the urine is freely mixt with pus, showing that the 
left kidney is the seat of the trouble. Introducing the catheter 
into the right ureter we find the urine which drips from it per- 
fectly clear. The diagnosis is now certain, and I shall not hesi- 
tate to cut into the left kidney later, as we are positive that it 
is responsible for the trouble. 


In closing the bladder I shall do the operation somewhat dif- 
ferently from those you have seen me do heretofore, and to 
prevent infiltration into the prevesical space, to a certain extent,: 
will suture the lower part of the bladder. The bladder is easily 
brought into view while the patient is in the Trendelenberg post- 
ure. 1 am going to suture the lower part of the bladder with 
eatgut. Treves and others say that any kind of drainage after 
suprapubic cystotomy is simply a delusion and a snare; that 
drainage is just as perfect without tubes, etc., as it is with them. 
I do not believe that statement. I think a good drainage tube fa- 
cilitates drainage decidedly, and am going to use one in this 
case. There is a disadvantage of the drainage tube being too 
long in the bladder; it increases the danger of sepsis, and acts 
as a source of irritation besides. 


Now, the question comes up, What is the diagnosis? It is 
very evident that the cystitis is due to trouble higher up, pyelitis, 
which may be caused by a stone; the few crystals of the oxalate 
of lime which Professor Weidner detected in his examination of 
the urine would indicate that the patient had a stone in the kid- 
ney, of the oxalate of lime variety. These crystals becoming 
detacht have been the cause of the irritation. Then, again, it 
may be simply a tuberculous pyelitis, or it may be a pyelitis 
which has come on after a suppurative condition of ithe bladder, 
and the trouble may have originated primarily in the bladder. 
The bladder trouble may have originated from the use of a sep- 
tie catheter, and the inflammation has extended to the kidney 
through the ureter, involving the entire mucous membrane frem 
the bladder up to the kidney. In pyonephrosis, where the pus 
accumulates and distends the pelvis of the kisney, there can 
usually be felt a distinct tumor in the loin; the treatment would 
be to cut into it and wash out the abscess cavity just as one 
would in any other region of the body. 

At the proper time, when this patient shall have been built 
up on account of this operation, and is ready for a nephrotomy, 
it will be done, making arrangements to go in and remove the 
kidney if it be deemed best; in other words, doing a nephrec- 
tomy. 

A word or two in regard to eatheterizing the ureters: I have 
seen this done several times in the Johns Hopkins Hospital, 
Baltimore, by Professor Howard Kelly, on the female subject, 
of course, not having previously performed a suprapubic cys- 
totomy. This is the first time I have ever catheterized the ure- 
ters on the living subject. The only way, in my judgment, to 
certainly catheterize the male ureters is after a suprapubic cys- 
totomy has been performed. It is said that it is possible other- 
wise, but practically I do not believe it can be done very often. 

The after-treatment in this case will consist of keeping the 
wound open, making thorough drainage and the dressings will be 
changed every bour. This man will have a special nurse, so that 
proper attention may be given. Twice a day his bladder will 
be washt out with Thiersch solution. Of course, a catheter 
couid be introduced, but we have an especial reason.for not 
wanting to introduce it in washing out the bladder. The man 
responds most markedly to any kind of instrumentation. A 
sound could not even be introduced into the bladder before the 
operation, and the least manipulation gave him the most intense 
pain and a ehill. 


You have seen demonstrated to-day the superiority of supra- 
pubie cystotomy over the old-fashioned way of making an ordi- 
nary perineal section, either median or lateral. Ten years ago 
an incision would have been made into this man’s bladder and 
the operation would have been done through the perineum, prob- 
ably in the median line, as in that way it was then thought the 
best drainage could be secured. In the suprapubic operation we 
are able to wash out the bladder thoroughly, and it further en- 
ables us to inspect the bladder to determine the exact nature 
of the trouble. We would have been working entirely in the 
dark by the perineal method. By the high operation we have 
determined that the man has pyelitis, and have demonstrated 
that the seat of the disease is situated in the left kidney, which 
could not have been accomplisht by a perineal section. Having 
proven that the condition is one of pyelitis, we cannot stop where 
we have begun. We will allow the patient to recover from this 
operation and then incise the kidney through the loin. The 
mortality of this operation is about twenty per cent, taking all 
operations, regardless of age, where done for stone and other 
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conditions. Where the suprapubic operation is done simply for 
draiuaage purposes, making an incision into the bladder under 
aseptic precautions and avoiding the peritoneum as we have in 
this case (and, in my judgment, it should never be wounded by 
a careful operator), the mortality should not be over one in twen- 
ty or thirty. Professor Hunter McGuire has had some remark- 
able results by the suprapubic method, and has, perhaps, done 
more work in this line than any other American surgeon. 1 be- 
lieve in Professor McGuire’s recent paper he reports thirty-eight 
cases, With two deaths, and in each of these there was advanced 
disease of the kidney—pyelitis. I believe the man just operated 
upon will make a good recovery, and when we make an incis- 
jou into the kiduey later we may have to remove a stone, or we 
may find an abscess of the kidney, in which case, of course, it 
will be removed. 

Another word about the value of perineal section in these 
cases: Where there is chronic cystitis, the cause of which cannot 
be determined without an operation, if we operate by the perin- 
eal method we nlay be able to detect a tumor of the bladder, 
we may feel it, but it would be impossible to tell whether it 
was nialignant or benign; we might detect a stone and remove it, 
but we could not be certain that its removal would permanently 
relieve our patient. In all of these cases by the suprapubic meth- 
od we can much more easily enter the bladder and remove a 
stone or tumor; we can determine by the aid of an electric lamp 
such as 1 have used to-day, whether the bladder is perfectly free 
from debris; if nothing is found in the bladder to account for 
the cystitis, by catheterization of the ureters we can determine 
whether the trouble be pyelitis and, if so, can demonstrate pos- 
itively which kidney is involved. I would, therefore, recommend 
the suprapubic operation in all such cases versus the older 
methods of perineal section, either median or lateral. 


TREATMENT OF AMBULATORY GYNECOLOGICAL CASES.* 


BY DENSLOW LEWIS, M.D., CHICAGO, ILL. 
Professor of Gynecology in the Chicago Policlinic. 

In the examination of every gynecological case the question 
of operation has first to be considered. Even when operation 
seems necessary, the circumstances of the patient may be such 
as to prevent the acceptance of the best advice. 

The cases treated at the Chicago Policlinic are chiefly work- 
ing women, poor, but not destitute, who cannot afford the time 
to submit to an operation without very serious interference with 
their daily work. Under these circumstances the treatment in- 
stituted is often a compromise, but it is a satisfaction to observe 
that even in instances of very serious diseases patients often 
recover. ‘The details of some of our methods are herewith sub- 
mitted: 

Venereal warts, if small, are snipt off with scissors under 
cocaine anesthesia. In case of undue hemorrhage the base is 
toucht with a drop of carbolic acid. If the warts are large and 
extensive, the patient goes to the hospital for a few days, the 
strip of mucous membrane from which they grow is dissected 
off, and the edges united very much as in a Whitehead opera- 
tion for hemorrhoids. 

Chancroids are toucht with strong carbolic acid for its anes- 
thetic effect, followed by a drop o€ fuming nitric acid applied 
with a glass rod. Powdered boric acid is then applied to the 
surfaces after the parts have been cleansed with a boracic acid 
solution and dried with absorbent cotton. 

Chancres are not now often seen. Those met with have oc- 
curred on the fourchet and inner surface of the labia majora. 
They were dusted with boracic acid, and pills of proto-iodide of 
mercury exhibited. 

Condylomata are dusted with powdered boric acid or stear- 
ate or oleate of zinc. A douche, usually of 1 to 4000 solution 
of bichloride of mercury, is ordered to be used two or three 
times a day, and general cleanliness of the parts is insisted upon, 
With these local measures, under a vigorous mixt treatment, the 
condylomata disappear or perceptibly diminish in size, and the 
ulcerative conditions of the neighboring parts improve rapidly. 

Pruritus, in connection with pathological conditions, are of- 
ten relieved by applications of powdered boric acid and the 
maintenance of cleanliness. In other cases a saturated solution 
of sulphate of sodium is prescribed with great benefit, altho in 
some cases of pregnancy its use has to be persisted in. 

Lacerations of the perineum are often found, but usually 
cieatrization has taken place and no serious discomfort is occa- 
sioned by their presence. In recent cases powdered boric acid 


* Abstract of a paper read at the Denver meeting of the Am- 
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ensures healing without much pus. Where extensive rectocele 
exists, the patient is advised to submit to a Heger operation in. 
the hospital. In many instances circumstances have preventeu 
the acceptance of this advice, and it has been found, in the grea 
majority of cases, that when the patient, in the course of time, 
recovered from pelvic pain and other symptoms due to infection 
of seme of the viscera, the rectocele apparently caused but little 
inconvenience as long as the bowels acted daily. 

Cases of somewhat extensive laceration of the anterior vag- 
inal wall favor the development of cystocele, but many cases in 
our clinic have been noted without appreciable inconvenience to 
the subject. Here also it has been noted that when the symp- 
toms due to infection are relieved, the cystocele would persist, 
but it would cause—at least while the patient was under obserya- 
tion—no decided bladder symptoms. 

Many cases have been observed of what is commonly called 
“irritation of the neck of the bladder.’ The symptoms were: 
Undue frequency in urination and a desire to puss one drop 
more, accompanied by more or less pain. Urethral caruncle, 
when observed in connection with these symptoms, is to be 
promptly removed under cocaine anesthesia. In addition to the 
routine treatment of infection of the pelvic contents, to be later 
described, it is customary to recommend the copious drinking 
ot water and the exhibition of twenty grains of benzoate of so- 
dium three or four times a day. Only exceptionally has it been 
found necessary to give an anodyne. When pain is severe it is 
usually to be relieved by a suppository of one-half grain of the 
aqueous extract of opium, sometimes combined with one-third 
grain of alcoholic extract of belladonna. Rarely have cases of 
chronic urethritis been seen. They can usually be cured by a 
bi-weekly passage of steel male sounds, gradually increasing in 
size. Only exceptionally has it been necessary to send the pa- 
tient to the hospital for bladder irritation, urethral exploration 
or some operative procedure. A 

In many cases infection of the vulvo-vaginal glands is seen. 
Very often it is found that small incisions, amounting to little 
more than a puncture, have repeatedly been made, and it is 
gratifying to observe that an incision which extended through- 
out the length of the gland would invariably effect a cure with- 
in a few days. Chronic cases, where induration is apparent, 
have to be sent to the hospital and operated on by excision of 
the glands. - 

‘Hemorrhoids are often seen in connection with other dis- 
eased conditions peculiar to women. If external, and especially 
if situated some distance from the verge of the anus, tiey are 
incised and the clot turned out. In other cases an ointment of 
equal parts of ung. gallae and ung. zinci benzoate, containing, 
perhaps, ten grains of extract of opium to the ounce, has been 
found to reduce the tumors in size and relieve the itching and 
irritability complained of. Of course, means must be adopted to 
secure free bowel movements in each case. 

Internal hemorrhoids and ana! fissure are treated by, moder- 
ately stretching the sphincter muscle and applying powdered 
boric acid twice a week. Of course, here also free catharsis 
must be secured. It is found that these measures are usually 
sufficient to heal the fissure, reduce the hemorrhoids to an appre- 
ciable extent and to relieve all symptoms due to their presence. 

When leucorrhea is profuse the gonococcus is always lookt 
for. A drop of the pus is collected on a glass slide; methyl blue 
or gentian violet used as a staining material, and the specimen 
examined microscopically. If diplococci are found, Gram’s iodo- 
iodine solution serves to differentiate the gonococcus by decolor- 
izing it. Usually it is found where the discharge is profuse, 
unless a recent infection of the endometrium or a cervical lac- 
eration is clearly demonstrable. 

Nonspecific vaginitis is rare except in children. Here it is the 
rule in nearly all cases of leucorrhea, the delicate character of 
the mucous membrane apparently offsetting the protection af- 
forded in adults by the pavement epithelium. The treatment of 
gonorrhea and of the vaginitis of children has consisted in the 
application of a nitrate of silver solution to the mucous mem- 
brane of the vulva and vagina. 

Lacerations of the cervix have been often noted. Sometimes 
where there would be ne infection the finger could detect a so- 
lution of continuity in the portio vaginalis, but not other symp- 
toms, subjective or objective, could be determined. In such cases 
the lacerations have been let alone. In other cases infection was 
the factor of importance. The portio vaginalis, torn bilaterally 
or presenting an irregularly stellate laceration, would be evert- 
ed and hypertrophied, the red and inflamed surface of the endo- 
cervical mucous membrane constituting the condition which 
used to be called “ulceration of the womb.” In all such cases 
there has been found an extension of infection to the endome- 
trial mucous membrane or beyond. Repair of the lacerations, 
or amputation of the cervix, together with a thorough cureting, 
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was usually recommended, but in most instances sociological and 
economic reasons prevented the acceptance of this advice. Under 
these conditions, powdered boric acid was applied and the fol- 
lowing routine treatment persisted in: : 

A 1 to 4000 bichloride of mercury douche, to be taken as hot 
as can be borne, twice daily, with the patient on her back and 
hips up. The patient is told to assume the knee-chest position 
twice a day for ten minutes. Twice a week, when she calls at 
the dispensary, she assumes this position upon the operating 
table; a large Sim’s speculum is introduced, and a tampon of 
absorbent wool, one end soakt in a ten per cent solution of 
ichthyol in glycerin, is applied by means of a uterine dressing 
forceps. ‘This tampon remains in situ twenty-four hours unless 
an offensive discharge or undue irritation ensues, and is removed 
by the patient by means of a string, which is tied to one end 
of the tampon. The bowels are made to act freely at least once 
a day. For this purpose it is customary to prescribe fluid ex- 
tract of cascara sagrada in a routine manner. The drug is given 
at first in 20-drop doses, to be taken three times a day. If the 
bowels do not move, a compound cathartic pill is given at night 
and a dose of salts in the morning. Sometimes it is necessary 
to give at first a saline enema or one of glycerin and water. 
Tiowever this may be, no more than 20 drops of the cascara are 
given at a dose. In a few days the salts may usually be 
omitted in the morning, and some days later the pill at night 
is also omitted, to be promptly resumed, however, if on any day 
the bowels fail to move. It is usually found that after a week’s 
time the three daily doses of cascara produce daily evacuations. 
Our directions now are that the drug be taken regularly in the 
same dose, no matter how frequent the discharges may be, pro- 
vided they are fecal in character. It is noted that after the cas- 
cara has been taken for some little time, colicky pain and 
diarrheal movements supervene. This is our signal, not for stop- 
ping the medicine, but for its exhibition in the same way three 
times a day in a smaller dose, say 15 drops instead of 20. An- 
other period of regular bowel movement usually follows, but in 
the course of time there again occur watery movements and ab- 
dominal colic. Here, again, the dose is diminisht, the original 
dose being promptly resumed, or the cathartic pill, enema or 
sults given if required. In a few weeks more the dose can of- 
ten be still further reduced, altho taken in the same regular 
manner three times a day. Finally, after the dose has been re- 
duced to one drop three times a day, the medicine can be dis- 
continued and the bowels act freely and regularly of their own 
accord. 

It has been found in practice that this routine treatment of 
infection of the pelvic viscera is most satisfactory. Cases of in- 
fection of the endometrium, and cases where infection has ex 
tended through veins or lymphatics of the connective tissue sur- 
rounding the uterus, have been alike benefited in the course of 
time. Often, in serious cases that seemed to require immediate 
operation, it was found that persistence in this routine treatment 
would some time cause a subsidence of all symptoms, both sub- 
jective and objective, so that the patient would become prac- 
tically well. 

The record of these every-day gynecological cases, and the 
details of the simple treatment instituted, show that it is often 
possible to cure serious cases of infection without interference 
with the daily work of the patient. It shows also that cureting 
of the uterus, uterine dilatation, the application of caustics to 
the endometrium, and the fitting of pessaries, can safely be 
dispensed with in many cases. 


TRAUMATIC STRICTURE OF THE URETHRA.* 


: BY I. N. BLOOM, A. B., M. D., LOUISVILLE, KY. 
Clinical Professor of Genito-Urinary Diseases in the University of Louisville. 


The following case is of considerable interest on account of 
its duration and causation. I have a patient who leaves for 
home to-night after having been here fifteen days. He came 
from Lee County, Virginia, and is an extremely intelligent gen- 
tleman of twenty-four years, who was brought here by his phy- 
sician, whom I have known for a long time and can rely upon 
the history of the case furnisht by him. 

Without going into the symptoms in detail, I discovered a 
stricture of the urethra, which allowed with difficulty the pass- 
age of a No. 23 straight sound. The stricture was easily detect- 
ed; it was about an inch in length, and was situated half an inch 
anterior to the bulb. The patient had never had ve'lnereal dis- 
ease; he drinks moderately, occasionally immoderately for a day 
or two, has had sexual intercourse only rarely, with a history of 


*Proceedings of the Louisville Clinical Society. Stenograph- 
ically reported for this journal by C. C. Mapes, Louisville, Ky. 


masturbation not in excess at any time. The stricture was almost. 
cartilaginous in hardness, and from a No. 23 to a No. 24 sound 
was a step that was more severe than any I have ever seen. 
In passing a No. 23 the stricture graspt the sound tightly; the 
next day in attempting to pass a No. 24, in spite of the liberal 
use of olive oil, it was with great difliculty that the stricture 
was past. It began about three inches from the meatus and ex- 
tended toward the bulb for about one inch. 

As to causation: This young man was raised in the country, 
and while there did a great deal of plowing. The only injury 
of which he has any recollection that could possibly have 
caused the stricture was the striking of the plow handles against 
his penis. This is the only cause that could be discovered in a 
very close examination of the case. He has never had a dis- 
charge from his penis; not only do I believe his statement in re- 
gard to this on account of his want of opportunity, but also be- 
cause both the first and second urine are perfectly clear and 
clean. 

I dilated the stricture for fifteen consecutive days, from a 
No. 23 up to a No. 28, and not until to-day, when a No. 28 was 
introduced, did I see any blood—showing the fibrous and non- 
inflammatory nature of the stricture. All the symptoms refer- 
able to the stricture have now disappeared. The man has had 
considerable malaria in his system. The fact that he has had 
malaria, and the possible element of trauma, as stated, are the 
only conditions ascertainable that might act as a cause of the 
stricture. There has never been any swelling about his penis, 
he has never had gonorrhea or other venereal manifestations and 
never took a urethral injection in his life. 

Strictures of the urethra are frequently of traumatic origin, 
and I would like to inquire: Could the continuous striking of the 
plow handles against this man’s penis have caused the stricture 
in this case? 


THE EARLY TREATMENT AND INDICATIONS FOR OPERA- 
TION IN APPENDICITIS.* 


BY WILLIAM M. HARSHA, M.D., CHICAGO, ILL. 


Professor of Operative and Clinical Surgery, Medical School of University 
of Illinois. 


Altho appendicitis is of late more than ever regarded as a 
surgical disease, a majority of cases are of necessity first treated 
by medical men. To one trying to follow the drift of opinion 
in its various phases as exprest by those best informed, it is clear 
that there is yet a great lack of agreement on many important 
points. In view of the importance of the history of any given 
attack a precise diagnosis is indispensable at the earliest possi- 
ble time. Physicians should, therefore, examine every case, be- 
ginning with or attended by abdominal pain. The diagnosis es- 
tablisht, the next step will be either medical treatment or surgi- 
cal operation. The number of those who favor immediate opera- 
tion, except in fulminant cases, is small, as compared with the 
advocates of an observation period of from twenty-four to thirty- 
six hours. It is now the general belief, in which the writer 
shares, that a considerable number of cases seen in the begin- 
ning of the first attack are either aborted by medical treatment 
or subside spontaneously by the end of twenty-four hours; and 
of these a majority have no recurrence. The advocates of imsne- 
diate operation have to figure on a degree of danger, from epera- 
tion sequelae, which equals, if it does not exceed, the slightly 
increast danger of the smaller number that will require opera- 
tion at the end of twenty-four or thirty hours. The advantage 
and the weight of opinion, if we may judge frem the reports 
during the past year, are on the side of waiting this short pe- 
riod, except in fulminant cases. In this class there is a gen- 
eral agreement in favor of immediate operation. 

In cases of moderate severity the early medical treatment 
should be as follows: Absolute rest in bed, abstinence from 
food, hot or cold applications locally are of the first iraportance. 
In directing the local applications, antiseptics should be used 
with a view to possible operation. 'The pulse, temperature, de- 
gree of pain, general distress and appearance should be care- 
fully noted. Failure to relieve pain or to render it endurable by 
these means will suggest anodynes in some form. With refer- 
ence to the use of opium there is the greatest difference of opin- 
ion exprest by the best physicians and surgeons. Quine 
recently exprest in most explicit terms his endorsement of the 
use of this drug when indicated. Herzog says that those practt- 
tioners who use it have the satisfaction of knowing that their 


eases recover as often, if not oftener, than those in which it is 


*Abstract of paper read before the American Medical Asso- 
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not used, and that they remain more comfortable during the 
painful stages of the disease. Many surgeons deplore its use 
because, as it is said, “it obscures some of the danger signals.” 
Judging from a majority of opinions and from my own experi- 
euce in a considerable number of cases, it is my firm belief that 
there are distinct advantages in its use in certain cases and 
stages, if employed with proper precautions. The influence on 
pulse and temperature (in quantity just sufficient to promote the 
comfort of the patient) should not confuse the observing physi- 
cian, especially it the patient is under the observation of a com- 
petent nurse. ‘The amount required will further indicate the 
severity of symptoms. Codeine sulphate, hypodermically, is de- 
ecidedly the best form in which to administer opium, causing 
less gastric disturbance and interfering less with catharsis, 
should that be indicated at the same time. Should vomiting be 
present and further stomach evacuation desired, warm water to 
facilitate emesis, either as a drink or by stomach tube, is indi- 
cated before the opiate is given. The coal-tar products, owing 
to their greater interference with pulse and temperature and their 
less efficiency as pain-killers, should not ‘be used. It is scarcely 
believed by anyone now that opium shall be the mainstay or 
sheet-anchor in the management of appendicitis, as was formerly 
taught, but a majority justify or recommend its use in a cau- 
tlous manner. It relieves the shock of pain, is humane and 
palliative, and sometimes curative by relieving inflammatory 
spasm, quieting and favoring limitation of the inflamed areas 
and resting the nervous system. 


The use of cathartics is the next moot question in the medi- 
eal treatment. McBurney says: “Cathartics are not indicated at 
the beginning of an attack, as they tend to increase gastric, in- 
testinal and general unrest.” <A majority of recently exprest 
opinions, however, favor prompt and free catharsis at the ear- 
liest possible time, provided the attack has not been attended 
by a profuse diarrhea. A majority of cases probably are pre- 
ceded by constipation; many cases follow the ingestion of a gen- 
erous meal; and many cases, approximately 25 per cent, are 
either cut short or spontaneously subside after thorough evacua- 
tion of the bowels. Stenosis of some part of the appendix plays 
an important part in the evolution of an attack, and free serous 
depletion is indicated to eliminate the congestive element of the 
stenosis; with the safety-valve free and fecal circulation re-es- 
tablisht, the danger of explosion or perforation must be less- 
ened, altho infective inflammation may go on to the destruction 
of the appendix. During the first twenty-four hours of the first 
attack there is no material impairment of the appendix wall, 
there is, therefore, slight danger of perforation; while the hope 
of aborting the attack or securing a better condition for opera- 
tion les in early and free intestinal clearance. ; 


As to the best means of catharsis, we may consult the taste 
or idiosynerasy of the patient. Enemata will relieve the colon, 
small doses of mild chloride of mercury alternated with some ac- 
ceptable saline will answer best for the intestinal tract gener- 
ally. Epsom salt causes ‘serous depletion with little peristalsis. 

In cases preceded by violent catarrhal diarrhea, no doubt the 
congestive stenosis is a most important factor, whatever may 
have excited the local inflammation. Treatment directed to this 
condition is then indicated; rest, abstinence from food, warm fo- 
mentations as detailed. If evacuation has not been complete, a 
raline or castor oil will aid in its accomplishment, after which 
a hypodermic injection of codeine will aid in quieting the intes- 
tinal tract. If evacuation has been complete, rest, either alone 
or with codeine, may answer. With the subsidence of the ca- 
tarrh of intestines the local appendicular trouble may disappear. 

As much in the way of treatment has now probably been 
mamed as will oceupy the first day; in this early period great 
pains should be taken to locate accurately the seat of trouble, 
as the future may develop urgent need of accurate location and 
tympany may obscure it. Should there be recession of symp- 
tome at the eud of twenty-four hours with return of patient to 
comfort and normal condition, he will probably go on to recov- 
ery without abscess or other serious trouble. The means named, 
together with any safe minor symptomatic treatment that may 
be clearly indicated, extending over the first twenty-four hours, 
will aid in cutting short many attacks if the writer can judge 
from his own experience. Should these fail or the attack not 
subside in the tine named, or show markt tendency thereto, an 
operation should be done in every case, as a complete and safe 
procedure can at this time be confidently undertaken. Failure 
to act at this time subjects the patient to dangers that no one 
can estimate. ‘This does not mean that operation is to be under- 
taken at any time after twenty-four hours. Richardson's asser- 
tion that there is a time too late for safe early operation and 
too early for safe late operation, I believe is sound, altho that 
time cannot always be determined. Most fatal operated cases 


are either due to delay until this intermediate period or until 
general peritonitis has set in. 

In fulninant cases the earlier the operation is done the bet- 
ter, and no medical treatment except rest, fomentations and opi- 
ates to make life endurable until operation can be done are to be 
advised. If the surgeon takes this view of the Subject and is 
called within the first twenty-four hours in all cases, the mor- 
iality will be reduced to a minimum, and the justitiability of 
operative treatment will become establisht beyond a question in 
fulminant or progressive cases. 

The trouble with the prevailing practice is that the surgeon 
is not called in time. The late stage of the disease is where the 
indications for operation are not so clear, and unfortunately 
this later time is when the surgeon is often called. The uncer- 
tainty as to intra-abdominal conditions in appendicitis is one of 
the best establisht facts in surgery. Murphy wisely enjoins those 
who may expect his services to call him early. 

Those who favor awaiting abscess formation should bear in 
inind that such occurrence is uncertain, and that general peri- 
tonitis may set in; that should abscess form, it may be deep- 
seated and central, and present insurmountable obstacles to 
Jrainage; further, that in event of abscess favorably located, the 
appendix may not always be removed with safety, and finally 
that hernia is likely to result after drainage cases. 

In the inte*mediate inflammatory stage, characterized by se- 
rious systemic disturbance, where the process is still limited but 
not circumscribed by safe adhesions, it is probably better to use 
vpiates to quiet peristaisis and await the walling off process. 
Here the patient is in imminent peril with or without operatioa, 
but the testimony of a limited experience and considerable ob- 
Sevation convinces the writer that the least danger attends delay. 
It is the large mortality attending operations in this stage (and 
in general peritonitis) that discredits surgical intervention. It 
is in this stage that decision as to operation is most difficult: The 
great systemic disturbance many times determines the operation 
when it should favor delay. No other phase of the disease ex- 
cept the approaching (or present) collapse of the diffuse suppur- 
ative period is so dreaded by the surgeon, and it would be a 
wonderful relief to him, as well as a great boon to the patient, 
if he could forestall that condition by early operation. If an 
abscess has formed when the surgeon is called, and the more 
acute symptoms have subsided, operation is indicated except 
when such abscess is centrally and deeply placed. In such cases, 
owing to the great difficulty of draining, it may be better to 
take the chance of spontaneous evacuation through safe chan- 
nels. By operation in the abscess period the weight of opinion 
is overwhelming in favor of leaving the appendix rather than 
to break up protective adhesions. Should the appendix be pres- 
ent or be found within the cavity, it should, of course, be re- 
moved. Should the patient suffer a recurrence from the non- 
removal, which occasionally happens, the rule of early opera- 
tion applicable to that condition will yet work out his salvation. 
Who of us would not rather submit to the knife twice and re- 
cover than have one complete operation and die? 

In recurrent cases or those in which chronic inflammatory 
process is present, operation should be done. In the second at- 
tack too early operation cannot be done. If the patient is seen 
after the second attack, interval operation is agreed upon as 
best, the safest time being two weeks or more after the at- 
tack. In chronic cases we are in cénstant danger of immediate 
or precipitate perforation, which adds greatly to the danger of 
operation, and still more danger to delay; it is, therefore, safer 
to remove the appendix and forestall imminent danger. 

In considering the principles that should govern the operative 
treatment of appendicitis, we should not be influenced by the 
fact that their practice in the hands of inexperienced operators 
may result in a greater death rate than if left to Nature. Van 
Hook expresses the belief that cases of acute perforative appen- 
dicitis will show a higher percentage of recoveries under medical 
treatment with incision of presenting abscess than when oper- 
ated by surgeons who are gaining their first experience. The in- 
ference that novices should not attempt appendicitis operations 
is obvious, but that should not weaken the position of those 
who believe in early operation by competent surgeons. Morrls 
well says: “The teaching of a correct surgical principle should 
not be abrogated on the ground that many improperly prepared 
men will try to carry it into effect.” 

Grieg Smith says in reference to the mooted question aris- 
ing in consideration of this subject: “It is impossible to be defin- 
ite and wrong to be dogmatic.” The surgeon can only decide in 
any given case at the bedside. There are a number of writers 
on the subject who advise operation as the safer plan in case 
of doubt. Altho American surgeons are charged with too great 
readiness to operate, I believe the encouragement in this direc- 
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thion has come from those with the largest experience and are, 
therefore, best able to estimate the advantages of early opera- 
tion. I believe the mortality can be reduced to less than 5 per 
cent if competent surgeons apply these principles. 


TREATMENT OF ENDOMETRITIS.* 


BY LILLIAN G. TOWSLEE, M. D., CLEVELAND, O. 
Assistant to the Chair of Gynecology in the Cleveland College of Physicians and 
Surgeons. 


When invited by the secretary of this society to read a paper 
it required considerable time to decide upon what subject it 
would be best to write. After the secretary wrote to ‘ascertain 
the subject of my paper, as the program must be in the printers’ 
hands by December 1, it suddenly occurred to me to present the 
old, but practical subject: The Treatment of Endometritis. There 
will probably be nothing new in this paper, but as there are 
more women who have endometritis than any other pelvic dis- 
ease, it seems to me fitting to give you my experience, with the 
hope that time will not be misspent. 

That endometritis is of special importance in the treatment 
of diseases of women and gynecologists meet with it more fre- 
quently than any other disease is a well-known fact. Therefore, 
the curative treatment constitutes a large amount of the prophy- 
laxis of other pelvic diseases. If endometritis could always be 
removed before the inflammation extended to the tubes and ovar- 
ies, gynecological work would be simplified, as endometritis is 
the forerunner of salpingitis and ovaritis. What is most to be 
feared in every case is that the inflammatory process will extend 
to the uterine appendages. There is no doubt salpingitis is 
caused by an infiammaitory condition of \the endometrium. In 
many cases, therefore, chronic endometritis is complicated by 
metritis and Sulpingitis, the disease simply spreading to the 
tubes, for the anatomical -structure is nearly the same. It is im- 
portant to treat it in the early stages. But, as a rule, a woman 
does not consult a physician until the disease has reacht the 
chronic staite, unless it be of specific origin, and iin many of* 
these cases even very early the gonococcus has past into the 4 
tubes and ovaries. 

The disease may be limited to the cervix, tho usually the 
whole uterine canal is involved. In time the local disease will 
make an impression on the general health; the patient is easily 
fatigued, becomes anemic; she loses energy, the appetite be- 
comes impaired (often with nausea)—so-called uterine indiges- 
tion—and the woman later becomes nervous, irritable, easily ex- 
cited and often hysterical. 

An easy division of endometritis is into Simple, Specific and 
Septic. 

Simple endometritis is found in girls; especially in cases 
where there is a stenosis of the cervical canal. A few drops of 
blood may be pent up at the close of each menstrual period and 
decompose and thus set up a slow process of inflammation until 
in time (it may be short or long) the uterus becomes enlarged 
and we have a metritis as a complication; or the uterus becomes 
too heavy for the ligaments to hold it in place and we have a 
displacement, more often a retroversion, in exaggerated cases a 
retroflexion, more rarely an anteflexion. In delicate girls and 
women the mucous lining of the womb becomes degenerated, 
resulting in uterine catarrh. But exposure or wet feet may cause 
an endometritis. When there is no disease of the appendages, 
the uterus can be examined with a sound, taking care that it is 


probably be necessary to wash out the uterus more than onee. 
In acute endometritis following abortion one thorough washing 
and cleaning out is all that is usually required. Why risk a 
woman’s life by having her exposed to the dangers of blood 
poisoning when we have a safe and prompt relief by curetting? 
‘I have been called to cases treated for malaria and found the 
uterus filled with decomposed membrane. In none of these 
cases has the curet failed to relieve. I well remember a case 
where I was called to a hospital to see a woman who had sut- 
fered from an abortion six weeks previously. Temperature was 
sub-normal for a week; she was emaciated, with cold extremi- 
ties, incessant vomiting; she had received nourishment by rec- 
tum for two weeks. On examination I found the vagina filled 
with foul, decomposed membrane. The physician in charge 
eould not understand why the vomiting could not be con- 
trolled, as nearly everything in the materia medica had been 
used! On the tenth day after curetting and washing out the 
uterus I had the satisfaction of sending the woman home to 
eare for her four little children. 

‘The treatment of specific endometritis is most unsatisfactory, 
as there is bound to be a recurrence in a large number of cases. 
In all probability the trouble, regardless of eareful treatment, 
has only been relieved temporarily, yet there is always a possi- 
bility that the disease has not only been checkt, but permanent- 
ly cured. These are about the most doubtful and discouraging 
eases the gynecologist has to handle. In cases of acute specific 
endometritis, if the patient has a rise of temperature, it is best 
to put her to bed and use long-continued hot, sterilized douches, 
with or without an antiseptic. If an antiseptic is used, it is 
essential to select one of the safer ones, unless the patient has 
a trained nurse upon whom the doctor can depend. If bichloride 
of mercury is used it is necessary to be careful that none is left 
in the posterior fornix, especially if the vaginal douches are 
given several times a day, as it may be necessary in some cases. 
It is better to use borie acid, lysol or something else of mild 
character. ‘The writer prefers the former, as it has proven 
effectual in a large number of cases. 

It may be necessary in acute endometritis to apply heat to 
the abdomen for a short time; it at least gives some relief to the 
patient. 

The acute often leads to chronic endometritis in spite of our 
vigilant efforts. A large number of these can be relieved, if not 
glyceride, icthyol and intra-uterine medication (with iodine, ete.); 
If there is displacement Ccmplicating these cases, one 
must replace the uterus after the endometritis has been re- 

‘lieved, and introduce a pessary to hold the organ in place; keep- 
ing the patient under observation and make sure that she fully 
understands that the pessary is to be removed and cleansed thor- 
oughly at least once in three months. 

Chronie endometritis of specific origin should be treated by 
thoroughly curetting with a sharp curet, and the endometrium 
swabbed out with iodo phenyl or carbolic acid, the cavity packt 
or not as the case indicates. 

In fungoid endometritis the curet should be used as well as 
in many other chronie cases of simple origin. This operation 
should be done antisemtically and never in the physician’s office; 
it must be either at the patient’s home or the hospital, after 
first having the patient properly prepared; and she must be kept 
in bed from one to two weeks after the curettage. 

This mode of treatment has been thrown into disrepute in 
some localities among the laity, simply because some amateur 
has either in his office or the patient’s home gone through the 
performance of running a wire curet over the endometrium! Of 
course the results have not been favorable. Whether this has 


aseptic. If the sound, handJed carefully, causes bleeding or 
pain, there is a diseased membrane which should receive prompt 
treatment. 

Septic endometritis is more common after abortion than 
labor. Before the day of antiseptics a large number of patients 
in lying in hospitals had a.rise of temperature which was due to 
sepsis or septic endometritis. After abortions great care should 
be used to prevent such a condition by removing all membranes. 
Acute endometritis following childbirth or abortion or when of 
specific origin must be treated according to the conditions pres- 
ent. If there is retained membrane it should be removed at 
once. In cases following delivery there may be retained secun- | 
dines, or blood clots may not have been expelled; remaining, 
they become infected, decompose and cause a septic endometri- 
tis. In such cases one must wash out the uterus after the cavity 
has been emptied. There are cases where irrigation may have 
to be repeated daily for several days, others where one washing 
out will suffice. It depends upon the cause; if debris has been 
left until the patient has been septic for several days, it will 
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been done simply for the fee or from ignorance, I am unable to 
state. The curet should be used properly when indicated, but 
not when there are contra-indications. 

In endometritis it is of special importance to secure good 
drainage. One must treat a chronically diseased uterus as a 
sinus should be treated, keeping un good drainage; and thus 
securing good results. In uncomplicated cases dilating and 
ecuretting give the best results. This little operation requires the 
same care and as strict asepsis as any operation on the uterus. 
Many bad results occurring in these cases are due to lack of 
strict asepsis. A patient should invariably be thoroughly anes- 
thetized before operating. 

SUMMARY. 

In acute endometritis: rest, hot douches, heat applied when 
necessary. 

Chronie endometritis: hot douches, tampons of boro-glycer- 
ide, intra-iodine treatment. 

Curet all cases that require it, but do the operation thor- 
oughly and antiseptically after having the patient properly pre- 

ared. 
e Rest in hed as long as necessary. Pv these measures we will 
undoubtedly get good results in the majority of our cases. 
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ETIOLOGY OF MOVABLE KIDNEY.* 


BY C.S. BACON, M. D., CHICAGO, ILL. 
Professor of Obstetrics in the Chicago Policlinic. 


The kidneys lie in the upper and back part of the abdominal 
cavity, extending from the upper border of the twelfth dorsai 
to the third humvar vertebra. Behind, they lie on the quadratus 
lumberum and erectores spinae musces below, while the upper 
extremities are against the diaphragm, separated by it from the 
pleural cavity. In front the right kidney is covered by the 
liver, duodenum, hepatic flexure of the colon, and the small in- 
testines, while the left is covered by the spleen, stomach, pan- 
creas, sinailll intestine, and splenic tlexure of the colon. ‘he 
lower extremities reach to a line encircling the body a little 
above the level of the umbilicus and, therefore, in many cases 
slightly below the lower border of the ribs, yet they lie so well 
protected that, as a rule, it is impossible to palpate them unless 
they have an unnatural range of motion, A slight range of mo- 
tion is nommal, the kidney descending upon the expiratory de- 
ecent of the diaphragm; in patients with abdominal walls that 
permit a satisfactory examination the lower pole of the kidney 
may be detected upon forced expiration. If, however, in such 
a case any of the usual symptoms of movable kidney are present 
we must class it among the pathological cases. In any case, if 
the greater part or the whole of the kidney can be felt it be 
longs to the displaced kidneys. 

A kidney is almost or never displaced upward, always down- 
ward or downward and inward. It may be turned ‘about any of 
its axes, but generally, as it descends, its long axis remains 
more or less perpendicular to the line of the vessels and so ap- 
proaches more and more the horizontal direction, while the inuer 
border, from looking inward and slightly downward, comes to 
look more and more upward. Sometimes a distinction is sought 
to be made between a simple descensus rends when the kidney 
lies lower, but without change in the direction of the long axis, 
and dislocatlo renis when the lower pole of the kidmey ap- 
proaches the median line. Clinically this distinction is unimpor- 
tant and we may be content with a division of displaced kid- 
neys into the three classes or degrees, viz.: Those of the first 
degree when less than one-half of the kidney can be palpated, 
those of the second degree when more than one-half, but not all 
the kidney can be felt, and those of the third degree when the 
entire kidney can be graspt. 


It sometimes but very rarely happens that the kidney is, 


covered with a sac of peritoneum, which is reflected from the 
vessels, forming a mesonephron. In such a case the kidney is, 
of course, freely movable like a coil of small intestine and the 
name floating kidney is sometimes restricted to this condition. 
Clinically it is not always practical to distinguish such a float- 
ing kidney from a freely movable or from displaced kidney and 
the distinction need not be insisted on. 

A movable or floating kidney may be secondarily fixt by in- 
flammatory adhesions in any part of tthe trunk cavity. We are, 
of course, interested in all dislocated kidneys, whether they are 
at the time movable or not. 

A word should be said in regard-to the congenital disloca- 
tions of the kidneys. From some abnormality in its develop- 
ment the kidney may He anywhere in the abdominal or pelvic 
cavity. There is in these cases a corresponding abnormality of 
the vessels. The left kidney is much more often found thus 
displaced. An interesting example of congenital abnormality ts 
the horseshoe kidney formed by an amalgamation of both 
organs and lying either in the middle upon the back bone or to 
either side. The congenitally dislocated kidneys are commonly 
fixt, are generally associated with other congenital anomalies, 
and from an etiological standpoint need not be further con- 
aidered. 

Much has been written about the causation of movable kid- 
ney and many theories propounded without, as yet, any com- 
plete agreement among the various writers. In this attempt to 
present the state of the question at the present time and indi- 
eate what, in my judgment, are the most important factors, ft 
will, perhaps, be well at the outset to call attention to a few 
eriking facts concerning movable kidney, which must be con- 
aidered in any etiological theory and which may furnish a key 
to solving the problem. These are: 

1. The condition of movable kidney is much more common 
in women than in men. 

®. The right k'dney is affected in 90 to 95 per cent In all 
casen, the left kidney in only 5 to 10 per cent, and both in 5 
to 10 per cent. 


"ee *From the Transactions of the Chicago Gynecological So- 
ciety, December 16, 1898. 


38. The movable kidney is generally developt between the 
ages of 20 and 40 years. 

4. Most women who suffer from this trouble have had 
children or have bad some abdominal tumor removed, or have 
suffered from some wasting disease which has left them with 
relaxt abdominal walls or injured pelvic floors, or they have 
displaced the abdominal organs by tight lacing. 

5. (Movable kidney is frequently associated with prolapse 
of the other abdominal organs, the so-called enteroptoses. 

‘The two chief facts to be explained and which in turn help 
to explain the etiology of the disease are (a) the much greater 
frequency of movable kidney in the right side and (b) the much 
greater frequency in women. . 

Let us now consider the way in which the kidneys are nor- 
mally held in position and first their ligaments or attachments. 
After puberty the kidney, enclosed in its capsule (or tunica 
propria), lies embedded in the fatty capsule, or tunica adiposa. 
This socalled fatty capsule at birth and during childhood is 
composed of areolar or connective tissue and holds no fat. 
Later the abundant quantity of fat is deposited to serve its 
well-known and important protective function. This capsule is 
simply a modification of the subperitoneal connective tissue 
Split up to surround the kidney and unite it posteriorly to the 
fascia covering the muscles upon which the kidney rests and 
anteriorly to the variously overlying organs. Hence, it may 
properly be called the true ligament of the kidney and is un- 
doubtedly of chief importance in retaining it in position. 

The other attachments differ on each side and must be de 
scribed separately. 


On the right side the upper and posterior half or two-thirds 
of the anterior surface is covered by ‘the peritoneal retiectton 
from the overlying liver. ‘This reflection thus forms a peritoneal 
ligament that may be called the hepatico-renal ligament. This 
layer of peritoneum now leaves the kidney to cover that por- 
tion of the hepatic flexure of the colon that Nes upon the lower 
end of the kidney and at its internal angle is again fastened 
to it, thus binding down the colon to the kidney. ‘The uncovered 


.surfaces of the kidney and colon which lie adjacent are attacht 


to each other more or less firmly by areolar tissue. This at- 
‘tachment of the colon to the kidney is probably of considerable 
importance in causing its displacement, as we shall see later 
that prolapse of the colon is often associated with movable 
kidney. It will also be seen that the uninjured arrachments of 
the colon to the muscular fascia externally by the reflection of 
the peritoneum and above and internally to the abdominal wall 
by the mesocolon furnish a certain support to the kidney. Addi- 
tional support is also derived from the connection with the 
descending portion of the duodenum which lies on the internal 
fourth of the anterior surface. The upper part of the peritoneal 
reflection from the liver, of which the lower part covers the 
colon as just described, extends over the anterior surface of the 
duodenum to unite on the left with the adjacent head of the 
pancreas. This segment of the duodenum thus covered by perli- 
toneum and attacht by areolar tissue to the adjacent kidney and 
pancreas must furnish the former a considerable degree of sup- 
port. On the other hand, if it is displaced downward with the 
pylorus and first part of the duodenum, which may happen in 
enteroptosis, it may also pull the kidney along with it. 


On the left side the tail of the pancreas passes clear across 
the kidney slightly above its middle. Above the pancreas the 
kidney is covered with peritoneum, tvhich separates it from the 
stomach. This peritoneum is reflected posteriorly on to the 
spleen, whose posterior border is attacht by areolar tissue to & 
small segment of the underlying kidney. Below the pancreas 
the kidney is also covered with peritoneum, which separates It 
from the overlying small intestine. This peritoneal layer is be- 
low reflected over the splenic fiexure of the colon, of which 
a small segment is connected to the kidney by connective tis- 
sue. While the left kidney is not as extensively or firmly at- 
tacht to the splenic flexure of the colon as is the right kidney 
to the hepatic flexure, it derives more support from it and is in 
less danger of being displaced by a displacement of it. The 
splenic flexure, as is well known, has an unusually firm and 
high attachment by means of the costo-colic ligament that has 
nothing exactly corresponding to it on the other side. 

This description of the anatomical relations and connections 
of the kidney shows that the left kidney is more securely at- 
tacht and is also in less danger of being pulled down by dis- 
placements of the adjoining organs. 

Besides the support which the kidney derives from its at- 
tachments to the adjacent strictures there is also the effect of 
the intra-abdominal pressure resulting from the elasticity oT 
tonicity of the abdominal walls. This pressure varies according 
to the position of the body. In the erect posture when the kid- 
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neys are especially subject to the influence of gravity, there 
is a considerable positive pressure, which must have an impor- 
tant bearing in preventing displacement. 

Corresponding to these two ways in which the kidney is held 
in place we may classify the factors which produce movable 
kidney into (a) those which lessen or destroy the intra-abdominal 
pressure and,(b) those which tend to weaken the attachments 
of the kidney. 

The normal intra-abdominal pressure is lessened by all 
changes which produce a relaxation of the abdominal or pelvic 
walis. Most frequently this occurs at the birth of a child. Dur- 
ing the later months of pregnancy the abdominal cavity has be- 
come much distended and its walls correspondingly enlarged. 
This is more markt the greater the size of the uterus, e. g., in 
hydramnion, twins, etc. In case of pendulous abdomen, when 
the fundus and much of the body lies in the sac, the stretching 
of the abdominal walls often reaches the maximum. Under 
normal conditions the abdominal walls should undergo ‘involhu- 
tion in a few weeks and regain their original tonicity, so as to 
furnish proper support to the abdominal contents. When they 
have been overdistended, particularly in cases of pendulous 
abdomen, the normal condition is never regained. The proper 
involution is often much retarded or disturbed by getting up too 
early, without the proper support of a bandage, as well as by 
supervention of conditions interfering with the general health 
severe hemorrhages, auto-intoxication that results trom de- 
ranged bowel or kidney secretion, etc. : 

Parturition in another way is responsible for a disturbance 
in the intra-abdominal pressure, through the injuries to the pel- 
vie floor that often result from lacerations. The full signifi- 
cance of these often develops later when the pelvic organs pro- 
lapse. 

An intra-abdominal new growth, such as an ovarian cyst, 
eauses the same overdistension of the abdominal walls as a 
pregnant uterus. Its sudden removal by laparotomy leaves the 
walls in the same relaxt condition as occurs post-partum. Cases 
of movable kidney have been attributed to the relaxation follow- 
img such an operation. 

Still another and very important cause of relaxation of the 
abdominal walls is that which occurs in general emaciation. In 
a person who has been very fat the flabby condition in which 
the abdominal walls are left after the absorption of the fat Is 
well known. But also when there was previously no excess of 
adipose tissue a wasting disease like typhoid fever or pulmonary 
tuberculosis will leave all of the structures of ‘the abdominal 
parieties in an atonic condition that makes them unable to 
give the normal support to the enclosed organs. 

Diastasis of the recti or other abdominal muscles or large 
umbilical or inguinal hernia may so weaken the intra-abdominal 
pressure as to become a factor in causing movable kidney. 

Still one other factor that acts in changing the intra-abdo- 
minal pressure may be mentioned and that is the influence of 
position. I do not now refer to the fact that gravity acts to 
favor prolapse of the kidmey when the position of the body 
is any other than supine horizontal, but rather to the observation 
of Schatz, who has shown that under normal conditions the 
intra-abdominal pressure varies according to the position of the 
body. For example, when the body is bent backward the pres- 
eure is diminisht. If the chest is swpported by the arms rest- 
ing on the elbows and the body bent forward the pressure may 
be reduced to zero. This is the condition in the case of those 
who bend over their work, as happens with seamstresses or 
school children. That a long retention of this position may have 
a .etrimental effect is not improbable, the more so as there js 
© ren associated with the habitual use of this position a dimin- 
isht nutrition. 

Turning now to the etiological factors which cause a weak- 
ening of the kidney attachment, we notice first that the con- 
dition just considered. the relaxation of the abdominal walls, 
favors not only the falling of the kidney. but also of all of the 
abdominal organs and more especially the stomach and trans- 
verse colon. This condition, called by Glenard splanchnoptosis, 
is very frequently found in the cases of movable kidney. Is 
this association a coincidence or does this prolapse of the colon 
and stomach help te cause the displacement of ‘the kidney? 
There can be but little doubt that the latter supposition is true. 
The above-described anatomical relations of the hepatic flexure 
of the colon to the right kidney show how in tts displacement 
4t may drag with it the kidney. Likewise the fa’l of the pylorus 
will drag along the duodenum and with it the attacht kidney. 
On the left side the splenic flexure of the colon is higher and 
more firmly attacht and so less readily and frequently displaced. 
It is, moreover. less firmly bound to the kidney than the hepatic. 
flexure to the right and so its prolapse is less likely to affect the 


kidney. Also, the left kidney is held firmly by the tail of the 
pancreas, an organ so firmly fastened to the posterior wall that 
it is not generally influenced by gravity. 

A supposition often advanced to explain nephroptosis is con- 
genital weakness of the kidney attachments. It is true that 
movable kidney is often found in two or more generations, but 
on account of the frequency of the complaint this may be sim- 
ply a coincidence. 

Perhaps more plausible is the theory of the weakening of the 
kidney ligament by the absorption of fat in the adipose capsule. 
In general emaciation this may occur, of course, in connection 
with similar changes in the abdominal walls. Thus there is at 
the same time a weakening of the outside support of the kid- 
hey and weakening of its attachments ‘and also the dragging on 
the right kidney by the torpid, partly filled, and prolapst colon 
acd weskened and distended stomach. If, in addition, we have 
also the pendulous abdomen and prolapst pelvic floor, with 
cystocele and rectocele resulting from numerous pregnancies 
and improperly managed labors, we have certainly the factors 
hoor co-operate most frequently in bringing about movable 

ney. 

A few other causes remain to be considered. Pulling on the 
ureter has been supposed by Knapp to be an important factor. 
He assumes that the traction is exerted by the presence of an 
enlarged, anteverted uterus. When the bladder is partially filled 
the weight of the enlarged uterus, e. g., the gravid wterus of 
the first two or three months, resting upon the summit, will 
depress the base and with it the ureters. In support of this 
theory he adduces the findings of Saenger and othérs that in 
cases of cystocele and prolapse the ureters are tense and com- 
prest. In this connection belongs the well-known fact that 
movable kidney is often first discovered in the first months of 
pregnancy. That a certain traction can be exerted upon the 
kidney by pulling on the ureter must, I think, be admitted. 
The amount of traction made in the way assumed by Knapp 
through the long tube bent over the pelvic inlet one would 
think rather small and not generally a very important factor. 

A more important cause of traction on the ureter is that 
eaused by hydronephrosis. The weight of the urine sac lying 
near the kidney must often exert a certain pull. Of course, 
a movable kidney may cause a hydronephrosis by producing a 
kink in the ureter. In the frequent association of one with the 
other one cannot always say which is primary. ; 

The increast weight of the kidney would undoubtedly be a 
factor tending to weaken its attachment and in case of lack 
of support favor its prolapse. An increase may be due to cer- 
tain inflammatory diseases or to a tumor. Another cause of 
this increase in weight may be congestion coincident with 
menstruation. That menstruation affects a movable kidney is 
well known. During the interval it may cause no symptoms, 
but upon the appearance of menstruation it becomes painful. 
There is congestion of the whole splanchnic area in which the 
kidney is included. The same thing is true during the beginning 
of gestation and this may explain the symptoms caused by 
movable kidney at that time. 

The kidney attachments may be loosened by trauma. A 
direct blow or kick on the loins has been known to produce @ 
dislocation of the kidney. A jar or fall on the feet or pelvis 
may do the same. ‘These cases, however, are comparatively 
rare. 

We must also mention the uncommon cases where the kid- 
nev has been displaced by pressure from above. This may re- 
sult fram an enlarged liver or from tumor of the liver or sup 
rarenal capsule or from a distension of the pleural cavity, as in 
an empyema. 

There remains to be considered the effect of pressure ap- 
plied to the kidney by the clothing and especially by tight-fitting 
corsets. As corsets are generally made and worn they undoubt- 
edly press down the lower horders of the ribs, and with them 
the liver and kidneys. It is possible that a corset should be 
so made that its pressure should be exerted upward and so help 
supnort the kidney rather than displace it. It is, however, safe 
to say that not one corset in one hundred is so made. Hence, 
the nernicious influenee of tight lacing must, in general, be ad- 
mitted. 

To recapitulate, the displacement of the kidney is due to a 
combination of two kinds of causes, those which weaken the 
kidney attachments and those which diminish the support fur- 
nisht by the intra-abdominal pressure. The attachment may be 
weakene? by pressure from above the dianhragm or by tight 
lacing. They may be weakened by traction made by the ureters, 
colon, or duodenum. They may also be dislodged bv a blow or 
jar or other trauma. Gravity is always an important factor, 
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especially in cases of enlargement of the kidney, as in disease, 
tumor, or menstrual congestion. The attachments may also be 
congenitally weak or they may be weakened by emaciating 
disease when the fat is absorbed. The intra-abdominal pressure 
is weakened or destroyed by relaxation of the abdominal walls 
or injuries to the pelvic floor, one or both of which conditions 
are often the sequelae of labor, laparotomy or emaciating disease. 


A NEW OPERATION FOR HERNIA.* 


BY EMORY LANPHEAR, M.D., P.H.D., ST. LOUIS, MO. 


the testicle followed the Hassini operation for inguinal hernia, 
and some recurrences when ‘the Czerny and the Macewan meth- 
were adopted, I, some three years ago, decided to try a plan 
which I felt certain would prove successful, since by it total 
obliteration of the inguinal canal would be obtained. Experi- 
mentally the chief objection to the plan has been the reluctance 
of patients to accept the proposed procedure; so that thus far 
I have succeeded in securing but three cases. These have, thus 
far, been entirely satisfactory in their history subsequent to the 
operation. 

The method is as follows: ‘A large flap is turned back, ex- 
posing the hernial sac and the inguinal canal in their entirety. 
The sac is then carefully dissected out, opened and contents re- 
duced. Af this stage the opening into the abdomen is closed 
with gauze and the spermatic cord and testicle lifted out ot 
their natura) position, and envelopt in lodoform gauze. From 
the hernial sac (parietal peritoneum) there is now made a 
pouch, or artificial tunica vaginalis testis, into which the testi- 
cle and cord are past and enclosed with catgut sutures in such 
way that not too much pressure ts possible upon the cord; the 
whole pusht into the abdominal cavity, dnd anchored by a few 
catgut sutures. The cut in the peritoneum fs next closed; next 
the opening into the scrotum sutured; then each muscular layer 
of the abdominal wall carefully sutured, completely obliterating 
the canal—just as is done in operating for inguinal hernia in 
the female. 

That the ulthmate fate of the buried testicle is atrophy 1 
cannot dispute, as no opportunity has yet presented for post- 
mortem examination; that it is possible I cannot deny. From a 
surgical standpoint the chief obiection to this operation is that 
a suppurative orchitis or epididymitis might necessitate abdomi- 
nal section; but suppurative inflammation of these structures 
is so comparatively rare that this danger can scarcely outweigh 
the advantages to be gained. Thus far only the most gratifying 
results have been noted. 


*Read before the Academy of Medical and Surgical Sciences. 


SYMPTOMS AND DIAGNOSIS OF MOVABLE KIDNEY.* 


BY H. B. STEHMAN, M. D., CHICAGO, ILL. 
Clinical Professor of Obstetrics in Rush Medical College. 


In considering the subject of movable kidney, we find in a 
certain percentage of cases compensation so effective and reflex 
disturbance so slight that no symptoms appear. Indeed, ‘the kid- 
ney may be displaced to a degree that the whole organ can be 
recognized by palpation below the costal arch ‘and yet ‘the pa- 
tient be entirely free from any distress; the organ may attain 
even to a size suflicient to be easily felt by the paltient and 
still cause no inconvenience; much less pain or distress. 

The symptoms, however, which are most generally associalted 
with this condition are pain, gastric distress and nervousness; 
and the order in which ‘they are stated is the relative frequency 
in which ‘they occur. In a large majority of cases these symp- 
toms are associated with impairment of the general health; the 
patient is ill-nourisht; anemic; has loss of appetite; feeble diges- 
tion; functional, gastric, and cardiac disturbances; nausea and 
vomiting; is extremely emotional, becoming even at times hys- 
terical or melancholic. In some of these cases we find that a 
primary disturbing, or deep-seated constitutional affection (which 
has interfered with assimilation and nutrition, bringing wilth it 
that train of symptoms which are associalted with anemia) ang 
also the lesions which follow great distension of the abdominal 
wall in consequence of frequent pregnancies, mask the condition 
of the kidney we are alt present considering. But in ‘thalt claiss 
of patients afflicted with movable kidney in consequence of some 

*Synopsis of a paper read before the Chicago Gynecological Society, De- 
cember 16, 1898, 


traumatic cause—cases in which the perinephritic fat has not 
become absorbed through any constitutional disease, or in which 
the peritoneal support has not been withdrawn in consequence 
of a distended abdominal wall, the affection is more easily recog- 
nized. Here, the primary affection is the displaced kidney; it 
stands out alone and is not maskt by lesions of neighboring or- 
gans. It is in these cases that replacement not infrequently re- 
lieves the pain and nephrorrhaphy effects an entire cure. In 
the course of this affection, pain may be slight or severe, con- 
tinuous or initermittent, colicky or dull, heavy and dragging; 
it may be felt over the displaced kidney or along ithe urinary 
tract or any portion of the abdomen, more particularly near the 
median line; above the umbilicus and in lumbar or sacrat 
regions. It may be increast by pressure, aggravated by change 
of posture, upon standing or walking or lyimg in the lateral 
recumbent position. It is slight in those cases where there is 
considerable freedom of mobility of the kidney owing ‘to the loss 
of ithe perinephritic fait and of peritoneal support, with 1a general 
rdlaxation or downward displacement of the abdominal viscera. 
It is severe in that class of patients in whom the dislocation has 
been produced, not by any disturbance of tthe nephritic bed 
owing to the absorption of the enveloping fat or relaxaition of the 
avdominal wall, but by a sudden and violent displacement of 
the organ by force. In ‘these cases there follows dilatation of 
the pelvis of the kidney with partial interruption of ‘the dis- 
charge of the urine, as ‘the cause of the continuous and fre- 
quently severe pain. In consequence of too great accumulation, 
periodic discharges of urine occur, distension of the kidney iis 
relieved, and thus the pain becomes intermittent. It is colicky 
owing to the supposed torsion of the ureter, in which its lumen 
may be entirely occluded, with overdistension of the kidney 
pelvis. The palin becomes dragging in consequence of its tension 
upon ‘the ‘abdominial viscera. It is sickening in character when 
the kidney is felt as a body slipping from one side of the abdo- 
minal cavity ito another. 

Pain may be produced by the accumulation of impacted 
feeal mattter in ‘the intestines, large or small, or it may be due 
to functional disturbances of other viscera of the abdomen ow- 
ing to mechanical pressure by the displaced kianey. As pre- 
viously staited, this affection is not infrequently associated with 
peculiar gastric disturbances; especially those which accompany 
gastric dilatation, such ‘as epigastric pain and distress, foul- 
smelling eructions and vomiting of undigested food. These 
symptoms, however, must not be confounded with nausea, vom- 
iting, and other uremic and pyemic manifestations which some- 
times follow hydro and pyonephrosiss. 

Jaundice may also be present; it is due ito pressure either 
upon the duodenum or upon ‘the gall-bladder. 

Edema of the lower extremities, from pressure by the wanider- 
ing kidney upon the vena cava, has also been nolticed. 

Lesions of the pelvic viscera, more especially of the genital 
organs in the female, ‘are found in connection with movable 
kidney; the one may obscure the other. 

Moreover, the symptoms are intensified during menistrua- 
tion and the early stages of pregnancy; while during the laltter 
months of gestation and with coexisting intra-abdominal 
growths, they are absent. 

(Edebohls.) Anteversion of the uterus may be produced by 
the pressure of the dislocated kidney upon iits posterior surfiace, 
or retroversion may result from pressure of the same organ 
upon its anterior surface. Schultze yecites a case in which it 
was impossible to keep a retroverted uterus in position owing 
to the persistency with which the dislocated kidney descended 
into the pelvis. 

Hydronephrosis may result from an elongated mesonephron 
thalt has become twisted, producing constitutional disturbances 
which may cause abortion; or the wandering organ may, on 
account of pressure from the gravid uterus, become so congested 
as to arrest pregnancy; while, on ‘the other hand, the organ it- 
self (Hirst) by its presence at or near tthe inlet of the pelvis, 
may become a prominent factor in preventing the presenting 
fetal part from engaging in 'the superior strait of the birth canal. 

In the diagnosis of movable kidney we rely to a great degree 
upon palpation and percussion. Palpation can only ‘be success- 
ful in the ‘great majority of cases where displacement is not 
very markt by placing the paltient in a position ‘to insure the 
greatest relaxation of the abdominal muscles. Various postures 
are employed; ‘the patient is requested to sit or stand erect, to 
dit or stand inclined, supporting the body upon some object in 
front, or is placed in the dorsal or laterodorsal position. It is @ 
fundamental principle, in making examinations where general 
relaxation is required, in order to eliminate the element of 
muscular resistance and secure the nattient’s fullest consent thiat 
‘the person examined be at ease and, therefore, it seems to me 
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that placing a patient in a recumbent position, with the should- 
ers slightly raised and limbs drawn up or lying upon the side 
opposite to the affected kidney, with the limbs fixt, insures less 
reflex action of the abdominal muscles, which is always an em- 
barrassing feature to ithe examiner, than any other method. 
Moreover, if after having used the recumbent or latertial posi- 
tion, the sitting posture is tried, one is able frequenitly to re- 
duce or dislodge the vagrant organ at will. Deep inspiration, 
coughing, or change of position will aid in bringing ‘the organ 
into tthe field of palpation. In palpation, the patient being in 
the recumbent position, the left hand of the examiner is placed 
over the lumbar region and the right hand at a point opposite 
on ‘the abdomen, and by slow, gentle and deep pressure ove 
may be able to insinualte the latter hand into the abdominal 
wall to a degree thait deep structures may frequenitly be readily 
recognized. In this procedure, the anterior hand should be kept 
immobile so as not to stimulate muscular contraction and at 
the same time one should render the tactile sense as acute as 
possible; then, by pressing ‘the posterior hand forward, one is 
not only able to distintly recognize the lower edge of the kid- 
ney in painful dislocation, but by pressing both hands together, 
cause it to glide back in position, or if it has escaped beyond 
the costal arch by careful pressure to fully outline the shape of 
the entire kidney. 

In percussion, we have a most valuable aid in diagnosis; for 
example, the percussion-note over the lumbar region in diis- 
placed kidney is frequently more tympanic and the resistance 
over ithe same area is lessened, and with these conditions there 
exists in this region a depression which iis effaced when the 
organ is replaced. Theoretically “this ought always to be true, 
but this sign, as a fixt diagnostic point, owing to modifying 
circumstances, cannot always be demonstrated anid, therefore, 
is of substantial value only after one is assured by other meth- 
ods of examination that the kidney is not in the normal place. 
Percussion, again, is of great value in determining whether an 
organ that is recognized by an abdominal palpation is intra- 
abdominal or retro-peritoneal; for example, to differenitiiaite be- 
tween the kidney and the spleen, or the kidney and the Liver, 
or any other body within the abdomen that possesses a certain 
degree of solidity. The use of percussion may also be most help- 
ful in those cases where examinations by palpation is difficult 
in consequence of the depth of the ‘thorax, the thickness of the 
trunk, and the accumulation of fat in the abdominal walls. This 
is especially so if the kidney is but slightly movable; but, as 
stated aibove, it becomes of value only as being additional evi- 
dence added to facts that have been previously settled through 
a process of exclusion. 

While the fieid of ordinary percussion is rather proscribed, 
the range of ‘its‘applicaition, when combined with inflation of the 
bowel, is greaitly widened. Thus, by inflating the intestines with 
air, the pitch of the percussion note becomes so changed over 
various portions of the abdomen that, by compiarison, we are 
able to differentiate organs with a degree of certainty that is 
most gratifying. 

The presence of well recognized etiological factors, such as 
wasting of ‘the body, the history of accidents or blows, second- 
ary changes of the kidney, as recognized by the urine; pendu- 
lous abdomen resulting from repeated pregnancies, are signiifi- 
cant in the presence of symptoms which poinit to a movaible kid- 
ney. Moreover, the functional disturbance of certain abdominal 
organs without assignable cause, with the presence of 
symptoms simulating disease of such organs, would also 
suggest mnephritic disturbance of the character we _ are 
considering. In this connection, Grant has called atten- 
tion to the fact that the character of the symptoms in this 
lesion is determined by the degree of irritation; that is, a minor 
degree of irritation simply stimulates reflex centers, whereas & 
major degree paralyzes them. This coincides with ‘the idea ex- 
prest by Kidd, who maintains thait owing to the proximity of 
certain of the nerve centers of the abidominial organs, the dis- 
‘turbance results raitther from irritation than from direct pressure. 
For example, in reporting a number of cases of intestinal ob- 
struction due to displacement of ‘the kidney, he suggests tihiat 
while a slight amount of pressure may diminish the Inmen of 
the bowel and lessen peristalsis to a degree to favor fecal ac- 
cumulation, nevertheless ‘the intimate relaition of the merve-sup- 
vly of the colon, kidney, and suprarenall body is such ‘that a 
derangement of one of these organs would not unlikely produce 
functional disturbance of the other. Reflex symptoms are not 
only gignificant but their order of development ‘s quite sugges- 
tive. 

Age is likewise suggestive: Landan states that dismMacead 
kidney is most common between the ages of 25 and 45. Sex 
is also of import: In 474 cases. 85 per cent were in women. 

The side affected has much to do with diagnosis: The right 


Kidney is the one most frequently afHicted; thus Schultze tells 
us that in $8 patients examined by him, the right kidney was 
displaced in 65 and the left in 18 cases, and in 14 the displace- 
ment occurred on both sides. 

If the lesion occurs in men, the displacement \is generally un- 
accompanied by any affection of the abdominal organs or weak- 
ening of the abdominal wall, and the history points to ‘trauma 
as the possible cause. This sudden omset is quite sutticient. 
Movable Kidney which is associated with enteroptosis is gen- 
erally the one that comes on slowly and graduaily. (futtier.) 
In the former case the pain is the leading symptom and is the 
one in which relief ‘is gained by upward pressure and conse- 
quently greatly benefited by nephrorrhaphy, whereas in the lat- 
ter, the affection frequently exists without producing any symp- 
toms, 

In intermittent hydronephrosis, in addition to the increase 
in the size of the kidney, ithe history of the accumulation of 
urine, followed by discharge and ease from pain, is quite char- 
acteristic. 

The following lesions may at times be confounded with a 
movable kidney; a solid ovarian tumor which oceupies the me- 
dial line, a displaced spleen or liver, ‘the gall-bladder, an echin- 
ococeus cyst of the liver with a pedicle, the accumulation of 
feces in 'the flexure of the colon, carcinoma, and sarcoma of ithe 
abdominal organs and omentum, not excluding the kidney it- 
self; perimephritic abscess, growths in the abdominal wall, and 
appendicitis. 

In considering the subject of differentiation there are several 
anatomic and pathologic facts which, if kept in mind, will ‘help 
one materially: 

1. The retro-peritoneal position of the kidney as compared 
with the liver, spleen, gall-bladder, various cysts and growths 
within the abdominal cavity, which can be easily demonstrated 
by combining percussion with inflation of the bowel. ? 

2. The reniform shape of the kidney in comparison with the 
characteristic shape and feel of ‘the spleen, liver, gall-biadder, 
ete. 

3. The immobility of the displaced kidney during inspiration 
and expiration as compared with the descent and ascent of ‘the 
spleen and liver, and growths connected with them during res- 
piration. 

4. The pulsation of ‘the renall artery, which, if felt alt all, 
will always be recognized as_ part of the pedicle, for it must be 
remembered ‘that the range of motion of the kidney is deter- 
mined by the vessels, nerves, and ureter. 

5. The case with which the organ can frequently be moved 
from place to place, and restored ‘to its normal position in com- 
parison with organs or growths whose positions are fixt. 

6. Tenderness on pressure and the sickening sensation which 
is produced by compressing the organ between the two hans. 

In ovarian cyst the development of the ‘tumor and recogni- 
tion of its origin may be determined by vaginal examination; in 
echinococcus cysit-—-that is pedunculated—differentiation may be 
quite difficult unless a hydatid fremitus cain be felt; otlerwise, 
recourse can be had to aspiration. In fecal impaction, copious 
enemata with the liberal exhibition of cathartices will rarely fail 
to clear up the diagnosis; and if ‘the coprostaitic mass envelop 
the kidney, by dislodging the same, the bean-like form of ‘the 
organ will stand out in plain relief. 

It should constantly be borne in mind tihat excluding the 
symptoms of pain, ‘the movable kidney ‘has little in common 
with ordinary inflammaition, and thus, in the presence of the 
characteristic symptoms of appendicitis or the oedema, redness, 
tenderness upon pressure, with probable fluctuation of a perine- 

Yphritic abscess, we should hardly fall into the error of con- 
founding either of the ‘two with displacement of the kidney. 


The most recent operaition in “exploratory surgery” jis resec- 
tion of a portion of the renal ‘tissue purely for diagnostic pur- 
poses. Experience shows that even after one is able to inspect, 
palpate,and carefully examine the kidney during the performance 
of an ordinary nephrotomy, occasions rise when the diagnosis is 
stillin doubt. For 'this reason the practice of excising a piece of 
tissue for careful histologic and bacteriological examination now 
has its advocates. As to the technic of the operation, the 
oblique Iumbar incision is to be preferred, and the wound may 
be closed either with catgut suitures or by tamponini. The 
riece of renal ‘tissue, excised with the aid of sterile instruments, 
is niaced immediately in a sterile towel or in a physiologic salt- 
solution. A series of observations have already been recorded 
in which ‘the diagnosis not only before the operaition, but after 
the kidney was exposed, was made only to be corrected by the 


subsequent report of the pathologist. 
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THE SURGICAL TREATMENT OF MOVABLE KIDNEY.* 


BY I.. L. McARTHUR, M. D., CHICAGO, ILL. 
Professor of Surgery in the Chicago Policlinic. 


Admitting that not every case of movable or floating kidney 
requires operation; and after due consideration having concluded 
that a case in question requires surgical interference, basing 
such a conclusion upon the (1) facts that alll palliative treatment 
has failed, (2) that the sufferings of the patiewt are having a pro- 
gressively injurious influence on his (or her) physical or psychi- 
cal being, and (8) that the temporary reposition of the organ 
affords at least partial relief, the question ‘to be decided is: 
What surgical procedure is to be selected? 

bxcluding from consideration those cases of diseased kid- 
neys—wiether due to the mobility or not—such as \hydronephro- 
sis, pyonephrosis, etc., which requires nephrectomy, ‘there re- 
mains the selection of some one of ithe numerous methods ot 
fixation first suggested and practict by Hahn and modified or 
improved since by numerous followers, and by each of which 
soine successes are reported. 

In health the kidney is held in place by living ‘tissues, hence 
efforts to maintain the same with buried non-absorbable bodies 
have, after a time, failed and been abandoned either because of 
(1) irritation, (2) suppuration, (8) or stretching of ‘the ‘tissues in- 
«cluded in the suture. The fact that buried silver wire, silk, silk- 
worm gut, have (either from ithe pain produced by ‘their presence 
or suppuration envoked sooner or later by an auto-infection) ul- 
timuaitely to be removed, or ‘the cutting out by pressure atrophy 
of ‘the tissues inclosed in the buried Toop. thus permitting the 
kidney again to become movable, ‘has driven the surgeon to first 
ithe absorbable variety of ‘sutures, and then, as a natural se- 
cauence, to living tissues; not without, however, so many failures 
that no small number of surgeons have concluded—hastily and 
unjustly, 1 believe—operative measures are inefficienit, useless 
and dangerous. 

Experience then having taught that simple buried stitches of 
non-absorbable matter were ineflicienit for the above-mentioned 
reasons, and the substitution of absorbable suture not giving 
as large a percentage of successes, search was made for the 
cause of the failures and found inthe absence of living fibrous 
dicatricial tissue made when simply using sutures alone. Imagine 
the kidney sutured in place with aseptic absorbable suture by 
six, eight or ten sutures. The amount of fibrous tissue formed 
in the channels formerly occupied by them is really slight and, 
like this variety of cicatrical tissue elsewhere, slowly stretches 


-and permits again motion. The mere fact that deep sutures 


into the kidney substance can be made, does not prove ‘any more 
efficacious in the production of tissues whiich shiall later hold 
the kidney in place and, theoretically, ‘at least, it is injurious 
and undesirable. 

In the effect to produce such cicatricial ‘tissue, Bassini, in 
addition ‘to introducing sutures of caitgut, painted the posterior 
aspect of the fibrous capsule of the Kidney with zinz chloride, 8 
per cent., and Albarran with 95 per cenit. carbolic uicid, or 4 per 
cent. nitrate of silver, Koenig packing gauze to ‘the exposed 
surface with the idea of developing a large mass of cicatricial 
tissue from the posterior aspect of the kidney to the skin, each 
succeeding in curing many cases, but kept ‘the patients from six 
to twelve weeks in bed with a discharging wound. This, not- 
withstanding Tuftier’s claims that the fibrous capsule could not 
proliferate. 

MecBurney’s efforts 'to cure hernia by this same open method 
taught us ‘the futility of relying upon cicatricial tissue; and fail- 
ures by ‘all the methods enumerated led to ‘the next step toward 
the ideal, that of substituting liivng, healthy fibrous ‘tissue for 
that of cicatrical tissue, and induced Poullet to suture the kid- 
ney. then fxt in the wall of the wound. On animals fourteen 
long dorsal muscles, detacht at one end, sutured ‘through the kid- 
ney, then fixt in the wall of the wound. On animals fourteen 
months later, the kidney was found still in place and ‘tendons 
bright and shiny. Veulliet likewise did the same. Krieger 
recommended the use of a bundle of muscular tissue from erec- 
‘tor spinae. The idea being in all ithe same, ‘that of fixing by 
normal living structures. The evolution of this idea still pro- 
gressing Pean was led to suture (after the usual perpendicular 
incision) the posterior flap of the inner layer of humbar fascia 
to the loosened tatty capsule of the kidney, creating thus a band 
or bridle of tissue over which ‘the pedicle of the kidney miight 
ride. 


*Abstract of a paper read before the Chicago Gynaecological | 


Society, December 16, 1898. 


‘The next step in advance towards the ideal, is a procedure 
(suggested ‘by Ichachner, of Louisville) by the use of which all 
perforating sutures of ‘the kidmey parenchyma may be aban- 
doned while supplying a fair substitute for the folds of peri- 
toneum and transversalis fascia which normally hold in place 
the kidney. [t ‘has seemed satisfactorily accomplisht in this man- 
ner: 

1. A curved transverse incision below the last rib jis made 
through all the structures at once down to the peritoneum an- 
teriorly. 

2. The peritoneum is then loosened from lateral parietal wails 
by blunt dissection sufficiently to permit our boldly enlarging 
the posterior angle of the wound without fear of injury to im- 
portant structures quite back of the quadratus. 

3. The fatty capsule of kidney is loosened by blunt dissec- 
tion, 


4. The anterior layer of lumbar fascia and ‘transversalis 
aponeurosis is then loosened from the ‘tissues on which it lies to 
such an extent as will admit the kidney in ‘the pocket ‘thus made. 
The lower flap of the wound having a compartment for the lower 
half of \the kidney. 

5. Prior ‘to inserting the kidney in the new compartment, the 
cult edges of the transversaiis aponeurosis have inserted in them 
two or three stitches, which serve to pucker ‘the pocket contain- 
ing the kidney. 

6. The kidney having been dislocated first upward, its lower 
end is slid into the pocket. 

7. Closure now of ‘the stitches in the aponeurosis of the trans- 
versalis fixes ‘the lower half of the kidney external ‘to one of the 
layers of the abdominal paricties supporting the same by so 
broad a surface that no injury to the kidney can result and no dis- 
placement occur, and employing a normal tissue not transplanted. 
I ‘have found it suflicient to make the pocket for ‘the lower half 
of the kidney and would suggest its use in the movable cases; 
where a very complete arresting of its wanderings can be secured. 
Two or three stitches can be made ‘to ‘hold the kidney unitil ad- 
hesions form. By ‘this arrangement, too, the movements of the 
other abdominal organs cannot dislodge the kidney in question, 
it being external ‘to one of ‘the layers of the abdominal wall and 
pressure from above tending to drive it deeper into the pocket 
thus formed. 

Since we only recommend operation in those cases in which 
palliative treatment, internal medication, and orthopedic applian- 
ces have failed, and since we can by any of ithe various methods 
proposed effect a cure in most of these otherwise ‘hopeless cases, 
I believe we are justified in recommending operation, remember- 
ing always that progress so far has been greatest along ‘those 
lines which seek to interpose liivng normal substitutes for the 
relaxt ligaments of the kidney, instead of sutures. 


In a laite paper on the subject: “Should Non-Absorbabie 
Sutures and Ligatures be Discarded?’ Dr. R. Stansbury Sutton, 
Pittsburg, Pa., says that during ‘the last 15 years, under the 
banner of antisepsis, absorbable sutures and ligature-material 
have almost driven metallic and silk sutures from ‘the field of 
surgery. The difficulty attending the introduction and removal 
of silver wire, especially its removal under all circumstances, is 
an objectionable feature. Standing midway between metallic 
sutures and silk, catgut, and kangaroo-tendon, is a substance to 
be considered. This substance known as “fil de Florence,” or 
silkworm-gut, was introduced about twenty years ago. At first 
it was used unsterilized. It is but slightly absorbent and prac- 
tically non-absorbable. When successfully sterilized by boiling 
it becomes encysted in the ‘tissues and harmless; when buried 
completely the loop is kept pliable by absorption of serum; the 
exposed ends of the suture become hard, and cannot be bent over 
or twisted, as can the ends of silver wire. In the vagina or 
rectum it irritates and annoys. Excepting in superficial wounds, 
Sutton has discarded it. It is'a most admirable maiterial for the 
drainage of wounds. In all operations on the rectum in which 
suture-material is resorted to, catgut will be found to be ‘the best. 
Yor buried sutures properly prepared catgut is all sufficient. 
Kelly, of Baltimore, now uses nothing but curnol catgut in all of 
his wouk. 


An important point is brought out by Dr. A. H. Lewings, 
Professor of Surgery in the Milwaukee Medical College, in a 
recent paper, viz.: If a divided nerve be immediately sutured, or 
if a gap caused by resection be immediately bridged with some 
suitable material, and the work be done aseptically and properly, 
but slight degenerative changes will take place either in the 
distal or proximal portion of ithe nerve, and the nerve’s function 
will, in the great majority of cases, be quickly re-established. 
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ST. LOUIS, FEBRUARY, 1899. 


EDITORIAL. 


By a mistake on the part of one of the proof readers of this 
journal a number of lines were transposed in the excellent arti- 
cle of Dr. Lillian G. Towslee, which appeared in the January 
number, making it unintelligible. The essay is, therefore, re- 
printed in this number with apologies to the distinguisht author 
as well as to the readers of the magazine. Vexatious errors of 
this kind are apt to occur in oflices where type-setting machines 
are used; but wil be more carefully guarded against in future 
in this office, as this accident has seriously marred what other- 
wise would have been the most successful of the series of 
special numbers, the ‘‘Woman’s Number.” 


Many thousands of the admirers of that well-known and 
sucessful teacher and surgeon, Dr. P. S. Conner, of Cincinnati, 
have been distrest and disgusted because he has yielded to 
pressure and signed the “white-washing” report of the War 
Investigating Committee endorsing the altogether disreputable 
work of Secretary Alger and his subordinates. It was believed 
that Dr. ‘Connor, at least, would be one mamber of the com- 
mittee who would have the courage to make a report censuring 
the conduct of the War Department so far as the commissary 
and medical divisions are concerned. ‘The frightful disregard 
of human life shown by the incompetents (to use no stronger 
expression) under the present Secretary of War, the scandalous 
attempts to conceal the truth, the efforts to besmirch the char- 
acter and render contemptible the acts of such a competent 
officer as General Miles have been so apparent that even the 
strongest of Republican papers haye been compelled to censure 
President McKinley for his support of “Algerism;’ and would 
have enabled Dr. Conner to make a report commendable and 
truthful which would have caused his name to be respected 
from one end of the land to the other by both profession and 
laity. As it is, an otherwise favorable career ends in shame. 


In the death of Dr. James H. Etheridge, Professor of Gyne- 
cology in Rush Medical College, Chicago loses one of her most 
enthusiastic workers in the domain of abdominal and pelvic 
surgery. Following so closely the death of Dr. John B. Hamil- 
ton, Professor of Principles of Surgery and Clinical Surgery, 
his demise will prove a severe blow to Rush College. It is re- 
ported that Hamilton's place will not be filled, Dr. Nicholas 
Senn assuming the duties of the entire chair of surgery—a Her- 
culean task even with the numerous competent assistants at 
his command. Senn will do well to remember the fate of poor 
Parkes. 


lor a long time it has been my opinion that in cases of ap- 
parent death from a failure of the heart’s action in chloroform 
or ether narcosis it is the proper thing to open the chest 
and apply direct stimulation to the heart muscle by 
the hand. With dogs apparently dead ‘this expedient has proven 
oficacious in restoring, not only ‘the action of ‘the heart, but also 
volunitary respiration; by rythmically compressing the heart 
with the hand in a few moments the heart commences to con- 
tract spontaneously and soon afterwards the respiration be- 
comes re-establisht. It has been impossible, however, to con- 
vince other surgeons that so radical a measure is justifiable, tho 
it is generally ‘admitted that it is easy of accomplishment and 
without special danger if the patient should survive. It is a 
pleasure to note, therefore, that two eminent French surgeons, 


Tutlier and Hallion, suggest (La Semaine Medicale, November 2) 
the same procedure and claim that it should be done in every 
case after all other means, including lomg-continued efforts at 
artificial respiration, have failed. It is quite probable, now the 
measure has foreign sanction, that some American operator will 
soon report a case, successful or otherwise, in which the plan 
has been tried. It certainly has everything in its favor except- 
ing experience and prejudice; the former is not a valid objection 
since its value is easily demonstrable on dogs, the latter will 
now doubtless disappear by reason of the weight of Tuflier and 
Hallion’s opinion. 


“Dr. Emory Lanphear, of St. Louis, has introduced a com- 
mendable spelling reform noticeable throughout his valuable 
monthly, The American Journal of Surgery and Gynecology. 
Words ending in “ed” and pronounced “t” are ended with “t;” 
for example, the word “mixed,” and similar ones, are spelled 
by the doctor “mixt.” There is quite a good deal of broad 
sense in this innovation; others might quite as sensibly be in- 
augurated to eradicate the affectation of physicians. For exam- 
ple, what sense or applicability is there in using the expression 
“the medicine was ‘exhibited’ to the patient,” when it was sim- 
ply given to him? Many medical terms and endings have crept 
into nomenclature primarily from dudish affectation, which 
lower, instead of elevating, an othewise erudite science in the 
eyes of the unprofessional world. Dr. ‘Lanphear’s stricture on 
Inglish orthography will bear good fruit—North American 
Medical Review. It is already doing so; one other prominent 
journal has already adopted it, others are planning to do so soon, 
and a large number of the most highly educated men in the 
country are using the new system. It will be generally em- 
ployed very soon; and with profit. 


Probably the queerest announcement in the last edition of 
Polk’s Medical Directory tis that of a Kansas doctor. For his 
$5 he has had inserted the following: “Joseph M. Hoxie, Hol- 
lenberg, Kan. In 1861 I practist Botanic; commenced practicing 
Homeopathy in 1868; graduated August, 1896, from Wisconsin 
Eclectic Medical College. I now use all the remedies iin each 
school.” The doctor neglected to add that he “graduated” with- 
out attending lectures at the Wisconsin Eclectic Medical Cellege; 
and that anyone else could do so who had $25 to pay for its 
“diploma.” Fortunately for mankind and the reputable mem- 
bers of the medical profession of America the diploma mill has 
been supprest. Its only competitor, the “Health University,” 
of Chicago, unfortunately still flourishes and Issues diplomas 
without attendance to “the deserving’—who have cash. 


SURGICAL NOTES. 


A valuable diagnostic point is mentioned by International 
Journal of Surgery: In syphilitic ulcer of the tongue, the floor 
of the mouth is usually not involved, so that the tongue may 
be moved quite freely. In epithelioma it early becomes involved 
with consequent loss of motion. 


In the transactions of the North Carolina State Medical 
Society, Dr. J. C. Walton, of Reedsville, reports a case of 
osteosarcoma of the fibula cured by the use of the Coley serum 
(toxines of streptococcus pyogenes and bacillus  prodigiosus). 
Under the use of what appears to be very small doses the tumor 
rapidly became smaller, softer and more circumscribed. It 
finally slought, when the doctor operated, removing the dead 
tissue and as much of the tumor as possible (amputation had 
been positively refused); and then resumed the anti-toxine treat- 
ment. There was speedy improvement, further diminution of the 
tumor and quick healing. Nearly two years have elapst; the 
tumor is gone, the patient well. The tumor was examined by 
a number of competent surgeons, each of whom pronounced it 
osteosarcoma. 


‘American surgeons are not the only ones who are operating 
upon the pericardium and heart. At a recent meeting of the 
Societa Lancisiana held in Rome Dr. G. Parlavecchio described 
a case of punctured wound of the heart on which he had 
operated successfully. On the night of July 7 a man, 20 years of 
age, was stabbed with a knife in the fifth intercostal space on 
the left side in the parasternal line. He afterward walkt a dis- 
tance of more than 200 yards to the hospital at San Giacomo. 
Five hours later he was found to be suffering from pneumo- 
thorax on the left side with extensive effusion of blood into the 
pleura; the area of cardiac dullness was increase; at the anex 
the heart sounds were confused, and at the base they seemed to 
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be distant; the pulse was irregular, imtermittent, and small. 
Dr. Parlavecchio suspected a wound of the heart, or at least 
a wound of the pericardium, but was not able to operate until 
eight hours after the injury. Chloroform having been given, a 
free incision was made in the fifth intercostal space and much 
biood escaped on opening the pleura. After resection of the 
fifth rib a wound admitting two fingers was discovered in the 
pericardium and was enlarged so as to expose the heart, in 
which there was near the apex a V-shaped wound, 3% em. 
long, penetrating obliquely into the left ~- and inter- 
mittently discharging blood. The wound was closed with four 
deeply applied separate silk sutures, after which there was no 
further hemorrhage. The pericardium and the intercostal 
wound were then sutured, the whole operation lasting forty 
minutes. The V-shape of the wound in the heart was probably 
due to its movement during the infliction of the wound. ‘The 
patient’s survival for the eight hours preceding the operation 
may be explained by occlusion of the wound by clot which was 
displact during the struggling occasioned by the chloroform. 
The subsequent history of the case was quite uneventful, and 
on August 14 the patient insisted on leaving the hospital. 


In the Boston Medical and Surgical Journal (September 22, 
1898) Dr. Geo. G. Sears, Instructor in Clinical Medicine in 
Harvard University, Boston, reports a case of hemorrhagic peri- 
carditis due to infection with the pneumococcus, in which oper- 
ation saved the patient’s life. An Italian laborer, 23 years old, 
was first seen in an attack of acute rheumatism. The whole 
left side of the abdomen was covered with erythematous patches 
and similar blotches were present on the back. There was a 
soft systolic murmur at the apex of the heart, transmitted to 
the axilla; an accentuated pulmonary sound, and fine moist 
rales were heard at the base of each lung. The temperature 
was 100 degrees I'.; the pulse 90, regular, and of good volume. 
After five weeks under the use of salicylates the patient seemed 
convalescent. Two days later, however, the rheumatic pains 
and erythema recurred. The patient developt pneumonia of the 
left side and pleurisy with a small effusion on the right side. 
Rough pericardial murmurs developt, and later, signs of effusion 
appeared. ‘The pericardium was aspirated in the fourth inter- 
space, about an inch from the right border of the sternum and 
ten ounces of fluid were withdrawn containing much _ blood, 
numerous polynuclear and mononuclear cells and an occasional 
endothelial cell. A culture made from the effusion showed a 
growth of pure pneumococci. The patient gradually improved 
from this time on, and after six or seven weeks the left chest 
was clear, the right showing a little dullness with diminisht 
respiration, and the presence of a friction-sound below the angle 
of the scapula. The area of cardiac dulness remained somewhat 
increast. ‘There was a short diastolic and also a systolic mur- 
mur heard at the apex. The latter was transmitted to the back 
of the woman, such as infection, anemia, which results from 
and was heard to the right of the median line. Sears has col- 
lected from the literature eleven cases of recovery following 
operation for hemorrhagic pericarditis. 


In retro-pharyngeal abscess, it used to be advised to empty 
the abscess first with a trocar, in order to avoid flooding the 
larynx with pus and causing suffocation. If you can open the 
abscess with a knife, while the patient’s head is lower than his 
body, in the position adopted for feeding intubation cases, the 
danger is avoided and the opening will be more thoroughly done. 
International Journal of Surgery. [A far better plan is to make 
an incision through the skin of the neck and by blunt dissec- 
tion open the abscess from the side, thus not allowing the pus 
to escape into the throat at all. Most careful precautions must 
be taken to prevent streptococcus infection. Injection of iodo 
form emulsicn is advisable.] 


Dr. John W. Perkins, formerly Professor of Surgery in the 
Kansas City Medical College, reports to Annals of Surgery a 
ease of hydrephrosis in a child, the result of impaction of a 
stone in the ureter. The patient, aged 10 years, struck her side 
against a chair in passing and was Immediately conscious of 
unusual pain; before twenty-four hours had elapst, the pain in 
the interval being intense and paroxysmal, the abdomen became 
greatly distended and tender, a large tumor developt in the 
right loin, and the patient went into collapse. An exploratory 
operation revealed a long narrow calculus in a distended ureter. 
The calculus could not be pusht on into the bladder, but it 
could be displaced into the pelvis of the kidney, from which it 
was removed. From the history it appears probable that the 
jar of the blow dislodged the stone from its previous situation 
in the cyst, and the gush of urine carried it into the ureter, caus- 
ing obstruction, and as a consequence rapid dilatation of the 
cyst. 


‘Western Medical Review gives a further report on the pres- 
ent condition of ‘‘the stomachless woman” of Dr. Car Schlatter, 
of Zurich. The operation was performed September 6, 1897. Ac- 
cording to this report she has continued to do well, has gained 
‘in weight, and seems to be enjoying herself. She has been kept 
in the hospital and under observation, not because it was neec- 
essary on her account, but because it was desired to study her 
case in the interest of physiological and chemical science. The 
main purpose of the report which Dr. Schlatter makes is to give 
what investigations have been thade with these objects in view, 
and their results. The food she takes is shown by the following 
diet list, being trom two different months: On January 17 she 
had milk, 383 fl. oz.; coffee without milk, 13 fl. 0z.; 3 rolls; 3 
eggs; soup, 314 fl. oz.; fried sausage, 4 0z.; stewed apples, 7 0oz.; 
whortleberries, 3 0z.; and claret, 7 fl. oz. February 5 she had 
milk, 114% fl. oz.; 3 rolls; 3 eggs; soup, 4 fl. 0z.; sweetbreads, 1014 
oz.; cauliflower, 7 oz.; and claret, 7 fl. oz. There are no indica- 
tions of the return of the carcinomatous trouble. 


Dr. Hal C. Wyman, of Detroit, Professor of Surgery in the 
Michigan College of Medicine and Surgery, reports (Physician 
and Surgeon) the case of a man, aged 388, who had been injured 
by the bursting of a circular saw, which had torn away 1144 
inches of the fifth costal cartilage on the left side, together 
with two inches of the rib. The apex of the heart was protrud- 
ing and there was a ragged hole in the pleura. The wounds in 
the pericardium and pleura were closed by continuous catgut 
sutures, the lacerated muscles were brought into apposition, and 
ten days after the injury the man was in excellent condition. 


Dr. M. F. Engman, Lecturer on Dermatology in the Marion- 
Sims College of Medicine, St. Louis, gives a synopsis of a late 
paper by Boeck, who believes that lupus erythematosus is of 
tuberculous origin, a View now held by most French derma- 
tologists, altho microscopic, bacteriologic and experimental re- 
searches have thus far failed to yield positive results. Of forty- 
two cases observed by Boeck twenty-eight exhibited symptoms 
of past or present tuberculosis. Another argument in favor of 
the tuberculous origin is that there are certain cutaneous affec- 
tions undoubtedly tuberculous that are to be found intermingled 
in such a manner with lupus erythematosus that a relationship 
between them cannot be denied. These affections are allied on 
the one side to lupuS erythematosus and on the other to lichen 
scrofulosorum. There is, in fact, an uninterrupted series of 
transition-forms linking these two diseases together. Boeck 
directs attention also to what he terms “exanthems of tuber- 
culosis,” the first of which is an eczematous variant of lichen 
scrofulosorum, which he calls eczema scrofulosorum. The other 
is one of the most common cutaneous affections of children, and 
consists of whitish macules and scaly spots to be seen on the 
face of young people and children, the so-called pityriasis sim- 
plex or alba. If these affections are recognized early, much 
good may be done by advising special care in the case of these 
young individuals, and the tuberculosis may be prevented from 
taking a more dangerous form. While tuberculosis may be con- 
sidered the essential element of lupus erythematosus, there are 
good reasons for looking to the toxins of the bacillus as the real 
cause. This would account for the clinical symptoms, which are 
especially characterized by the vasomotor paralysis of the ves- 
sels of the affected parts. Boeck has never observed a transi- 
tion from lupus erythematosus to lupus vulgaris. Unna, in deal- 
ing with the same subject, but from a therapeutic standpoint, 
states that he is not convinced that the disease is tuberculous 
in nature. In the treatment he relies chiefly on external reme- 
dies, which he divides into six classes: (1) The drying; (2) the 
compressive; (3) those that tend to reduce hyperemia; (4) the 
necrosizing; (5) the inflammatory; (6) the specific. A general 
plan of cautious treatment, as proposed by Unna, begins with 
bandages of lead-water at night or application of a powder-bag; 
and during the day with a dusting of pulvis cuticolor or zine- 
sulphur paste. with ichthyol or resorcin to be rubbed in; or a 
gelanthum with ichthyol or soft soap, or witn Doth, may be 
prescribed for the night. If red patches are present and show 
signs of fixt edema, collodion with soap or ichthyol may be ap- 
plied, while in cases of darker redness the microcautery may be 
used. An external dressing may be used at night consisting of 
lead-water, ichthyol, or weak caustic-potash (1 to 10.000) solu- 
tion. The indolent patches require more vigorous treatment, as 
pyraloxin-paste and the soap-treatment. These patches are best 
covered immediately after such treatment with a wet bandage 
and with zine-oxid plaster mull or merenry-plaster mull. Hymner- 
keratotic patches require treatment with salicylic soap. The 
patches on the scalp should be treated with soft soap and cov- 
ered with pyraloxin-ointment. In case of anemia, with flushings 
of the face. or when digestion is disturbed. ichthvol should be 
given internally throughout the whole course of treatment. 
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The editor of International Journal of Surgery says: “In 
severe pain in the testicle occurring in old men, if one can ex» 
clude the presence of inflammation due to the ordinary infectious 
conditions, careful inquiry should be made into the possible 
presence of gout. In this disease an attack occasionally begins 
in the testicle, and gives rise to excruciating pain. Colchicum 
in full doses is a specific for this. Heat is usually grateful to 
the patient. Cold applications are not indicated.” 

For deep varix, says Dr. Thos. H. ManJey, Professor of Sur- 
gery in the New York School of Clinical Medicine, which is so 
often the cause of “cramps in the leg,” and often, too, of a sense 
of weight or numbness along the course of the venae comites, 
little or nothing can be promised from operative surgery, unless 
we are assured that large nerve trunks are encroached upon, 
when the indications for hersage or phlebectomy are urgent. 


Dr. John B. Roberts, Professor of Surgery in the Philadel- 
phia Polyclinic, very aptly observes that every doctor should 
remember that purgatives are dangerous in suspected intestinal 
obstruction, and that a surgeon should be called in consultation 
as soon as enemas sufficiently given fail to relieve the obstruc- 
tion. 


The editor of the New York Lancet discusses (January, 1899) 
the subject of “The Septic Infection of Bullet Wounds,” saying: 
From the point of view of treatment, bullet wounds may be 
arranged in three divisions: ‘Those which contain no infective 
germs; those which contain germs in very small quantity or of 
slight virulency; and those which contain a sufficient quantity 
ot actively pathogenic germs to set up serious mischief. In most 
instances the injury belongs to the second category, but as the 
surgeon cannot determine this, and it is necessary to prevent 
secondary infection, endeavor should always be made to disin- 
fect the wound. Such treatment, however, in cases of infection 
of a gunshot wound by a virulent organism, is not very promis- 
ing, as in observations made in gunshot wounds of rabbits in- 


fected by staphylococcus aureus and streptococcus capsulatus 


death resulted, in spite of the energetic application of the actual 
eautery, and of carbolic acid and tincture of iodine. Tavel has 
publisht the results of some experiments made by Muller in the 
Bacteriological Institute at Berne, with the objects of making 
out how infection may be originated in a wound caused by a 
rifle bullet, and whether infective organisms carried on a mis- 
sile can be destroyed during its discharge by heating due to 
great velocity and friction, or be rubbed off in the penetration 
of clothing material which iis practically sterile. The microbe 
made use of in these experiments was the extremely virulent 
streptococcus of Marmorek, which was applied in some in- 
stances to the tip or the cylindrical portion of the bullet, in 
others to the inside of the rifle barrel, and in others, again, to 
clothing over the seat of injury. In all the experiments, which 
were made on rabbits, fatal infection of the wounds was set 
up. It is concluded from these researches: (1) That a gunshot 
wound may be infected by pathogenic germs transmitted either 
form the bullet itself or from the barrel of the rifle, or from 
perforated clothing; (2) that such infection is not prevented or 
influenced in any way by a great initial velocity or heating -of 
the missile; and (8) that after the wound has been inflicted, in- 
fective mischief, when once estahlisht, cannot be arrested either 
by the application of iodine, or drainage, or cauterization of the 
track of the bullet. The infective microbes, it is held, are at 
the moment of the injury driven beyond the wound and into 
the surrounding tissues. This paper is followed by another on 
the same subject, in which Koller shows by the results of ex- 
periments carried on, as were those of Muller, in the Bac- 
teriological Institute at Berne, the extreme difficulty, if not im- 
possibility, of dealing effectually with infected gunshot wounds. 
Koller agrees with the former investigator in the conclusion that 
neither excessive heating of the rifle barrel nor great velocity 
of the bullet can destroy or remove any infective germs. By 
these experiments, in which not one only, but several forms of 
infective microbe were used, it was shown, the author states, 
that for infection to occur in a gunshot wound the pathogenic 
germs must nossess a high degree of virulency. With regard to 
the assumed failure of disinfectant treatment in cases of gun- 
shot wound, it is pointed out that there is a markt distinction 
between this class of injury and incised wounds. In the former, 
the liability to infection is much greater on account of the 
more serious and more extensive wounding of the tissues. 
Karlinski states, in a paner on infection of gunshot wounds by 
particles of intruded clothing, that a wound caused by a care- 
fully disinfected bullet invariably becomes infected if such 
bullet has past through dirty or artificially infected clothing. 


Such mischief, which cannot be prevented by cauterization or 
the injection of sublimate solution, is indicated by the forma- 
tion of abscesses around the track of the bullet, and subse- 
quently by general infection. The disseminated centers. of sup- 
puration around the original wound are attributed to the forci- 
ble intrusion into the surrounding tissues of particles of cloth- 
ing, which are carried far beyond the influence of any disinfect- 
ing agent applied to the actual seat of injury. 


Dr. John V. Shoemaker, Professor of Permatology in the 
Medico-Chirurgical College of Philadelphia, declares that three 
principles—compression, incision and electrolysis—are the most 
promising at our command for the treatment of keloid. They 
may be used separately or in alternation. 


It is now admitted by all pathologists thait there is no dis- 
tinctive micro-organism productive of erysiipelas; that this disease 
is invariably the result of infection by that variety of fungus 
known as the streptococcus pyogenes (the streptococcus of 
TFehleisen). Such being the case, the rational treatment is by 
the hypodermaitic injection of Marmorek’s anti-streptococcus 
serum. Locally a 10 per cent ichthyol-glycerin emulsion an- 
swers tthe best of anything yet found, with the internal adminis- 
tration of food, brandy, etc. The fever which accompanies ery- 
sipelas is a streptococcus septicemia (fever from absorption of 
the toxins of the streptococcus plant) and yields quickly to the 
serum treatment. When it does not, acetanilid or aconite will 
be found serviceable, associated with supportive measures. 


Subcutaneous rupture of arteries, with subsequent occlusion 
of their lumen, is usually followed by gangrene of varying de- 
gree. At times, however, such Jesions are not attended wiith 
any grave accidents whatsoever. In support of the latter state- 
ment several cases may be found in recent literature, in which 
obliteration of the brachial artery, following severe conitusion, 
was unattended with any severe complications. If gangrene 
does occur it manifests itself in one of two ways, either as 
gangrene en masse, usually of the moist variety, or as a peri- 
pheral or circumscribed gangrene of the dry variety, developing 
slowly and appearing at a greater or ess interval after the acci- 
dent. The resulting thrombus is, as a rule, extensive; in case of 
injury of the femoral artery it may extend through the popliteal 
to the anterior and posterior tibials. Another phenomenon at- 
‘tending this injury, and one that plays a part in ‘the ultimate 
result, is 'the sanguineous effusion around the artery that often- 
times exercises compression upon the accompanying vein and 
upon the adjacent venous and arterial tributaries. The prognosis 
must in each case be reserved, bearing in mind ‘the variety of 
ways in which the lesion may terminate. If the ‘traumatism 
has been severe and is followed by a profuse extravasation of 
blood and by circulatory disturbances, the diagnosis is not diffi- 
cult. In other cases systematic examination of the pulse and 
the appearance of gangrene will determine the nature of the 
ease. In itreatment, amputaition should be reserved until the 
presence of gangrene demands it. By thorough evacuation of 
the clot, with ligature of the ruptured artery and such meas- 
ures as will assist in preserving the vitality of the limb, the ne- 
cessity for amputation will in many cases be avoided. 


Dr. Albert Freiberg presented to the Academy of Medicine of 
Cincinnati Jan. 30, 1899, the report of a peculiar case, thus: The 
patient was a carpenter, 41 years of age, well developt and 
nourisht, who, five months ago, while carrying a scanitling on 
his shoulder, in an attempt to recover himself from falling, felt 
a sudden pain in the back on the right side and also in thé right 
buttock. Following this, typic sciaitica had developt on ‘that 
side. When Dr. Freiberg saw tthe case, in addition, a lateral 
curvature in the dorso-lumbar region with a slight compensatory 
curve in the dorsal region with elevation of the left shoulder 
and “winging” of the left scapula, was present. The man had 
not noticed the deformity of the spine previous to his injury, and 
it was so pronounced that he surely must have noticed it had it 
been present. ‘The pain in the buttock was almost constant, 
and when standing the man endeavored to throw the whole 
weight of his body on his left leg, giving ‘him a most peculiar 
slanting attitude. The thigh muscles on the right side had atro- 
phied to the extent of several centimeters. He regarded the 
case as one of sciatic scoliosis. and presented it on account of its 
rarity, only about forty to fifty cases having been ‘hitherto re- 
ported. In these the scoliosis had been occasionally alternating, 
sometimes with compensatory curve. The treatment thus far 
has been anything but satisfactory. He now proposes, after 
making firm extension, to put the chest in a plaster cast. 
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Dr. L. McLane Tiffany, Professor of Surgery lin the Univers- 
ity of Maryland, Baltimore, bas recently operated successfully 
upon a case of pancreatic cyst. The report is given in New 
York Medical Record of Aug. 6, 1898. The illness began ‘sud- 
denly with cramps in ‘the epigastric region, followed by vomiting. 
These symptoms persisted almost incessantly for four or five 
days. ‘There were, besides, gastric itenderness, nausea, and 
vomiting. Later, a tumor was seen in the epigaistric region, 
somewuat to the left of the median line. It did not move with 
resphation and was undoubtedly cystic. At operation 980 cu. 
ci, of fluid were removed. ‘Ten days atiter the sac was opened, 
a mass of slough, which proved to be a portion of the pancreas, 
was removed. He gives Madelung’s diagnostic points for pan- 
creatic cysts: The tumor begins in ithe superior portion of the 
abdominal cavity, and is accompanied by colicky pains in the 
epigastrium or left tiypochondrium, various intense dyspeptic 
symptoms, mellituria, and stearrhea. ‘There is evidence of a 
cystic tumor in the region of the pancreas, the lower convex 
edge of which is palpable, and the greatest extent of which 
from above downward is found in the parasternal or mammil- 
lary line. ‘The cyst can be outlined by the absence of tympaniitic 
resonance on percussion. It may show a stight pulsation and 
slight respiratory mobility. 


The so-called “saddle-nose” of hereditary syphilis is due 
usually to gumma of the nasal mucous membrane and bones, 
and makes its appearance after the patient is a year old, or 
often as late as puberty. 


International Journal of Surgery says: It is often much more 
difficult to diagnose fracture of the ribs than is commonly 
thought to be the case. If you cannot satisfy yourself that a rib 
is broken, but get many of the subjective signs of such a frac- 
ture, treat ‘the case as if you were sure that the solution of con- 
tinuity really existed. 


Wounds of the internal pudie artery are rare accidents, in 
which attempts at hemostasis are attended with difliculty, ow- 
ing to the depth at which the wounded vessel is situated. In a 
case reported ‘by Drs. Golding-Bird and Dunn (Lancet, July 9, 
1898), the artery was divided at tthe point where it crosses the 
spine of the ischium, the injury to the vessel having been iin- 
flicted by a sharp piece of glass. 


Dr. Geo. T. Vaughan, of Washington, reports (Medical News, 
July 23, 1898) the case of a man who was shot with a pistol in 
the abdomen, ‘the ball, of 38-caliber, having entered the left side 
of the abdomen. Under chloroform the peritoneal cavity was 
opened and 10 intestinal perforations, 8 in ‘the lower part of ‘the 
jejunum, and 2 in the ileum, were found and closed wiilth a 
mattress-suture of fine silk. In addition to these there were 12 
perforations of the mesentery. Despite the number of intestinal 
wounds, the patient made an uneventful recovery. 


Successful operations for typhoid perforations are being re- 
ported abroad as well as in America. Drs. Hansford and An- 
derson report (British Medical Journal, July 23, 1898), a case of 
typhoid fever successfully operated on 22%4 hours after the oc- 
currence of perforation of the bowel. When the abdominal 
cavity was opened, the whole of the small intestine was found 
to be deeply congested, and covered with patches of lymph, with 
a perforation three feet from the termination of the ileum. 
Despite ‘the existence of septic peritonitis the patient made a 
good recovery, retarded somewhat by an unfortunate renal com- 
plication. 


In abdominal surgery the rule should always be to never 
leave an unrepaired rent in the omenitum, as it is likely to give 
rise ‘to intestinal strangulation. 


In their report of 750 cases of appendicitis, including 150 cases 
successfully operated on “in ‘the interval,” Drs. Maurice H. Rich- 
ardson and G. W. W. Brewster, of Boston (Boston Medical and 
Surgery Journal, July 21, 1898), state that the diagnosis is easy 
in most cases, but at times a correct differentiation is impossible. 
Errors have been made in mistaking, for appendicitis, acute 
cholecystis, an ileocecal tumor of tuberculosis or malignant dis- 
ease, acute intestinal obstruction, Meckel’s diverticulum, and 
salpingitis. It is of interest to know that malignant disease ap- 
peared in two cases afiter the removal of what seemed to be an 
ordinarily inflamed appendix. In many cases the severity of 
the attack has been out of all proportion to the seriousness of the 
pathologie lesion. Speaking of the operation in the interval be- 
tween the attacks, Richardson and Brewster state that from a 


feeling of strong doubt as ‘to the advisability of this procedure 
they hiave been led to one of confident enthusiasm; from one of 
extreme conservatism to one of markt radicalism. On ‘the other 
hand, in the mamagemenit of cases of acute appendicitis they in- 
cline more toward conservatism; not allowing the severe cases 
to run on in the hope of avoiding operation, but, on account of 
the safety of the interval-operation, bringing the patient through 
his ‘acute alttack without operation. As to the technic the Me- 
Burney incision is preferred; the appendix itself is removed by 
the wetual cautery and the stump, which is burned close ‘to the 
ligaiture, is deprest into the cecal wall and buried ‘there beneath 
fine silk sutures. When there is the slightest suspicion of local 
infection drainage for 48 hours has invariably been the rule. 
Since August 1, 1894, 150 cases have been operated upon by them 
Without a death. 


Dr. A. M. Phelps, a celebrated orthopedic surgeon of New 
York, says: No case of hip-joint disease need recover with angu- 
lar deformity, but to secure and attain this end, steps should be 
taken at the commencement of treatment to place the limbs par- 
allel, after which the lateral traction fixation splint, will prevent 
the patient from becoming deformed. 


In recently discussing the subject, Dr. Royal Whitman of 
New York City—one of the most distinguisht orthopedic sur- 
geons of the world—says (Philadelphia Medical Journal) that 
opinions differ as ito the causation of Morton’s painful affection 
of the toe and that condition known «as anterior metatarsalgia. 
Whiltman believes ‘that while these two conditions are not identi- 
cal, they are at least allied, in that they are caused by an ab- 
normal relation of the metatarso-phalangeal joints to one an- 
other, aS well as by pressure. ‘The subject involves a careful 
study of the anterior metatarsal arch. While mere depression or 
weakness of the arch might account for constant pain or discom- 
fort, due to pressure of the metatarsal bones or tissues of the 
sole, iit will not explain the intervals of comfort alternating with 


_paroxysms of pain. It is readily understood, how, when the me- 


taltarsal arch is flattened, lateral pressure will predispose to pain 
and it is reasonable to infer that in the various distinct tpyes 
of weakened or deprest arch, such as the rigid or non-rigid de- 
pression, the symptoms will show a corresponding variation. So, 
too, When there is apparently no deformity, the mobility of the 
fifth metatarsal bone allow's it to override \the fourth, so that the 
fourth metaitarsal joint will be subject to greater depression and 
therewith to more direct pressure. It is when this condition is 
present that the symptoms as described by Morton are observed. 
The pain of the anterior metatarsalgia is not necessary due to 
nerve-pressure. In fact, more commonly is it due to direct pres- 
‘sure upon the joints, often aggravaited by and entirely dependent 
upon sensitive callus, or a fibroma near the middle of the arch, 
the point of greaitest pressure. If the pain is due to nerve-pres- 
sure, it is the dorsal digital and not the plantar nerve that is 
involved; the pain is located at the fourth joint, not because of 
the peculiar distribution of the external plantar nerve, as com- 
monly explained, but because the joint offers the most favorable 
opportunity for pressure under the predisposing causes. “At all 
events direct pinching of nerves, or neuritis, is of secondary im- 
portance, and, in many instances at least, of very doubtful prob- 
ability.’ The causes of this affection must be lookt for amongst 
conditions that predispose ‘to weakness of the anterior arch and 
to increast sensitiveness of the parts. Whitman states that the 
most common of the general causes predisposing to weakness 
of the front foot, as well as the most direct cause of the symp- 
toms of discomfort in this region, is the improper shoe. The 
treatment of this condition includes the strengthening of the foot 
by appropriate exercises; the correction of any existing deform- 
ity of the foot; the support of the anterior arch by a mechanical 
device that will at the same time prevent displacement down- 
ward of any one of ‘the heads of the metatarsal bones; and finally 
the wearing of a proper shoe that will not exert lateral pressure 
and will afford the mechanism of ‘the foot the opportunity for 
functional activity. 


At the meeting of the Cincinnati Academy of Medicine, Jan. 
30, 1899, Dr. C. E. Caldwell exhibited a girl of about 7 years of 
age on whom he had made an operation late in September of last 
year for genu valgum involving the left knee. The operation 
merely consisted of a linear osteotomy (Macewen’s operation), 
with forcible straightening and retention in position in a plaster 
of Pairs cast for four weeks. The operation was entirely suc- 
cessful, as after that length of time she had been able to walk 
without a dressing of any kind and without noticeable limp.) The 
right leg was affected by a similar condition, but far less pro- 
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nounced, so that he did not consider operative interference neces- 
sary. In addition to the genu valgum of the left side there was 
also a decided angular bend of the left femur forward, but did 
not attempit to relieve this in the first operation, fearing a bad 
result with two fractures so near together. He believed the lat- 
ter condition to have been superinduced by rickets. He pre- 
sented ‘the patient to illustrate that in even most pronounced 
eases of this affection—and this was certainly most pronounced— 
linear osteotomy is sufficient to correct ‘the deformity. He de- 
precates Ogston’s operation of sawing off the internal condyle, 
because tthe joint being opened, danger of a stiff joint is greatly 
to be feared. Photographs showing the condition before and 
after operation were presented. ; 


Two cases of removal of the gasserian ganglion for tic doulou- 
roux were reported at a late meeting of the St. Louis Medical 
College, one by Dr. H. H. Mudd, Professor of Surgery, and Dr. N. 
B. Carson, Professor of Clinical Surgery, in the St. Louis Medical 
College. 


Professor Czerny, of the University of Heidelberg, had three 
deaths from perforation when the first began to use the Murphy 
button, but simce he renounced using it for the large intestine, 
for which he does not consider it adapted, preferring sutures, 
he has not had a single failure in over a hundred cases. He 
considers tying the button tight the most important point. He 
has performed gastroenterostomy 83 times wilth the Murphy but- 
don; 63 for cancer of ‘the pylorus and 20 for non-cancerous sten- 
osis; mortality 12.5 per cent. 


The editor of the International Journal of Surgery very prop- 
erly says: In catheterizing a woman, do it by sight, not by ‘touch. 
It is of no advantage to sweep the end of the catheter over a 
possibly infected surface before introducing it within the bilad- 
der. 


Dr. Hugh M. Taylor, Professor of Surgery in the Univérsiity 
Medical College of Richmond, says: A perforation of the periton- 
eal wall of the bladder may be ascertained by drawing off the 
urine and then injecting a measured quantity of aseptic fluid into 
the empty vladder. If the bladder readily distends, and if ina 
short time as much of the fluid is withdrawn as was put into ‘the 
bladder, the inference is strong that there is no perforation of 
the bladder. ‘This evidence, of course, does not preclude a pos- 
sible lesion of the ureter or pelvis of the kidney. 


In a recent paper Dr. W. R. Pryor, of New York, touches 
upon 2 delicate matter, and one of much import, when he says: 
“Wien the question is laid before women fairly, whether they 
had rather retain their organs and have a qualified result from 
a palliative operation, or lose their organs and be insured im- 
munity from the future pelvic inflammatory lesions, some will 
unhesitatingly choose the former course. There are women who 
prefer ‘to retain thir special organs, suffer occasionally, but yet 
feel # it they are women. ‘There are other women to whom 
the .... vf their organs is*worse than death. These, I know, are 
sentiments—they are women’s sentiments—and difficult for us to 
appreciate.” 


In his treatment of the subject of retrodisplacements of the 
gravid uterus Dr. J. O. DeCourcey, Professor of Gynecology in 
the St. Louis College of Physicians and Surgeons, will follow 
Duhrssen’s scheme as to theetiology of this condition. Thus: 
(1) In contracted pelvis sacculation of the posterior wall of the 
uterine body can occur: A. In retroflexion. B. In anteflexion 
of the uterus. (a) in urteus bicornis. (b) From tumors. (C) 
Through anterior situation of the placenta or through overde- 
velopment of the posterior and lower uterine segment. (d) 
Through perimetritic adhesions of the posterior wall. (e) 
Through defective development of the anterior with comple- 
mentary development of the posterior uterine wall after vagino- 
fixation and ventrofixation without attachment of the periton- 
eum only. (All of this section B are examples of retroflexio 
“uteri gravidi partialis supria.) (2). In contracted pelves saccu- 
lation of the anterior uterine wall of the pregnant anteflext 
uterus can occur: (a) Through anterior situation of the placenta. 
(b) Through vaginofixation and ventrofixation. (38). In con- 
tracted pelvis succulation of the side of the pregnant anteflext 
uterus can occur: (a) Through perimetritic adhesions. (b) 
Through torsion of the uterus. (c) Through vaginofixation and 
ventrofixation. The cause of death in retroflexion of the gravid 
uterus with incarceration is, according to Duhrssen, in 99 per 
cent of the cases retention of urine with resultant uremia. The 
treatment of the condition consists first in emptying the blad- 


der by means of the catheter, if this be possible. It.may be pos-- 
sible to secure spontaneous discharge of the urine by pushing 
the cervix away from the neck of the bladder. If this and 
catheterization fail puncture of the bladder-wall becomes nec- 
essary. After emptying 'the bladder efforts must be directed to- 
ward replacing the displaced organ. If this is successful a suit- 
able pessary must be ‘introduced to hold the uterus in position. 
If reposition is not possible various operative procedures have 
peen suggested, including vaginal incision, abdominial section, 
and symphysiotomy. Total extirpation of ‘the uterus will be 
required in some cases after posterior colpotomy. 


GYNECOLOGICAL NOTES. 


At a late meeting of the Chicago Gynecological Society Dr. 
Joseph Price, of Philadelphia, said: “The profession is too 
prone to talk about the septic uterus. The patient with a septic 
uterus is a very ill patient and usually dies and that speedily. 
There are few things kill a woman quicker than a septic uterus. 
I am daily doing sections and while dealing with all sorts of 
complications and adhesions, dangerous twists and contortions, 
strong adhesions or fixation of crost viscera, the sigmoid strong- 
ly adherent to the anterior face of right tube and broad liga- 
ment, the cecum and appendix out of position and adherent, I 
cannot but experience a sense of surprise that experienced sur- 
geons who have in the past done good abdominal or supra-pubic 
work, can forget or ignore the lessons of their experience and 
deliberately extirpate the little healthy uterus and pass by path- 
ological lesions and complications constituting the real and 
only source of trouble. That is a pithy utterance of Dr. Ban- 
tock’s: ‘In presence of chronic disease of the appendages, he 
was a wise man who refrained from active interference with 
the uterus.’ ” 


Dr. Joseph -Taber Johnson, of Washington, Professor of Ab- 
dominal Surgery in Georgetown University, says (Initernationat 
Journal of Surgery) that in abdominal surgery it requires a 
higher order of skill and a greater experience to save an ongan 
or part of an organ than it does to remove it. It is important 
to save ia portion of one ovary, when the other has been removed 
on account of a tumor, an abscess, or for any other cause. The 
disagreeable symptoms accompanying the artificial and prema- 
ture change of life are often stormy and protracted; in some 
rare instances threatening, if not resulting in actual insanity. 
These women are happily prevented from falling into such a 
condition by saving one or a portion of one ovary; menstruation 
is then not interrupted, and the sexual and other feelings of the 
patient undergo none of those sudden and peculiar revulsions 
which unfortunately sometimes follow the total removal of both 
ovaries and tubes. 


Be it ever remembered that while most cases of insanity and 
other kinds of nervous affections are not due to intrapelvie dis- 
ease, some of them are, and that it is the duty of the physician 
to determine in which of these groups his patient belongs. 


Dr. George H. Noble, of Philadelphia, Gynecologist to Ken- 
sington Hospital for Women, strongly advocates the local ap- 
plication of alcohol to the endometrium in cases of acute in- 
fection confined to the uterine cavity. After thoroughly cleans- 
ing tthis cavity a sterile rubber catheter is introduced, having 
attacht to its tip a strip of sterile gauze as wide as the thumb 
and two yards long. ‘The gauze is packt loosely about the 
eatheter and serves to retain the alcohol (95 per cent), a few 
drachms of which are injected through the catheter every quar- 
ter or half hour until markt improvement has taken place, then 
gradually lengthening the intervals. The projecting end of the 
catheter must be kept thoroughly buried im antiseptic gauze in 
the intervals between injections. The writer refers to a num- 
ber of cases which were not doing well under the ordinary 
treatment by curettage and bichloride douching, and which re- 
sponded promptly to the use of alcohol in the manner stated. 
He explains the beneficial effect of this agent as being due 
probably to its dehydrating action upon the tissues, thus de- 
priving the germs of that moisture which is necessary to their 
development. 


Dr. H. Talley (Philadelphia Polyclinic) states that a mixture 
of caffeine, potassium bromide and tincture gelsemium is of 
much value in the treatment of dysmenorrhea. This should be 
administered for a few days before menstruation. 
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A very novel and important question—one that intimately 
concerns gynecologists—was raised in the recent case of Wendel 
vs. Wendel, viz., whether the husband is entitled to the annul- 
ment of a marriage contracted without knowledge on his part 
that his wife was physically incapable of conception as the re- 
sult of a surgical operation (the removal of her ovaries) known 
to her, but concealed from him. Section 1743 of the New York 
code of civil procedure provides that an action may be main- 
tained to procure a judgment declaring a marriage contract 
void, and annulling the marriage, among other causes existing 
at the time of marriage, where one of the parties was physically 
incapable of entering into the marriage state. In deciding the 
question presented, under this provision, Mr. Justice Hirschberg 
of ‘the special term of ‘the Supreme Court of New York. Kings 
County, follows, in part, this line of reasoning: Was the de- 
fendant wife, at the time of the marriage, physically incapable 
of entering into the marriage state. within the meaning of this 
statute? ‘The answer depends in great measure upon what are 
recognized by law as the objects and purposes of marriage. If 
sexual intercourse alone is so recognized, then it must be con- 
ceded that the defendant in this case was physically capable. 
But the creation of a family is also regarded as one of the 
chief purposes of a matrimonial union, and it is difficult to see 
how an individhal can be physically capable of performing the 
contract who has lost the organs essential to conception. The 
question is different from that presented by sterility or barren-. 
ness. It is well settled that a marriage will not be annulled for 
the mere barrenness of the wife. Not only is such a condition 
and its continuance difficult, if not impossible, to prove, but its 
existence, if establisht, may not be innate, but only peculiar to 
an inharmonious combination. In such cases, whether the 
power to conceive or to impregnate be at issue, the question of 
the condition and its permanence rests on hypothesis and spec- 
ulation, and is practically beyond the pale of judicial scrutiny. 
Impotence in such cases is the sole and settled ground of nullity. 
In this case, however, the question is vitally distinct as the bar- 
renness is absolute; is not a constitutional quality or a fune- 
tional failure, but a physical incapacity, resulting from congen- 
ital malformation or the total loss of the organs of conception 
by disease or ‘the surgeon’s knife. So he holds, December, 1897, 
that a person destitute of child-bearing organs is physically tn- 
capable of the chief and higher purpose of matrimony, and con- 
sequently of entering the marriage state. And it follows, he 
holds, that in concealing from the husband the fact and extent 
of her misfortune, the defendant in this case procured his con- 
sent to marry her by fraud, which constituted a good ground 
for divorce. But had the plaintiff married her with knowledge 
that the surgical operation performed on ‘her involved the re- 
moval of her ovaries he would, of course, be estopt from action 
because of her physical condition. The fact that in this case 
the prospective husband had askt whether she was physically 
and mentally capable of being a wife, makes the cause of action 
stronger as, the judge says, good faith required that she should 
have then disclosed the fact that the surgical operation involved 
the removal of the ovaries. 


BOOK TALK. 


Dr. Walter Lindley has resumed the editorship of the South- 
ern California Practitioner. He has also become Secretary of 
the California Hospital, and retains the Professorship of Gyne- 
cology in ithe University of Southern Oalifornia. Like most 
medical editors he is a very busy man; yet the journal will not 
suffer from neglect. 


That very successful journalist, Dr. W. E. MeVey, of Topeka, 
editor and pubtisher of the Kansas Medical Journal, has dis- 
continued that publication in order to assume ‘the editorship of 
the Medical Monograph, a 150-page monthly medical magazine. 
Under his efficient direction there can be little doubt of the 
success of this publication. 


Dr. S. Claibourne Martin, Jr., of St. Louis, ‘has just issued 
the first number of a medical journal named “Olimate.” This is 
a magazine devoted to climatology, balneology and kindred sub- 
jects. The initiel number ‘is a beautiful specimen of printers’ 
‘and engravers’ work and contains an interesting group of ar- 
ticles by distinguisht writers from every part of ‘the country. 
If subsequent numbers are of the same initrinsic value as the 
fnitial one the pubiication will be a success from the very outset. 


‘and 5, 1898), has been received from ithe Secretary, Dr. R. D. 
Jewett, of Winston. It is a beautifully printed, nicely bound 
book of 225 pages; which lacks, however, the title printed upon 
the back—a very serious disadvantage. ‘Dhis society must be 
.& very strong one, as the roster includes the names of nearly 
450 names. ‘The papers are, as a rule, better than the average 
“medical society papers,” and the discussions full of interest. 
Nearly all the subjects discust are up-to-date, live ones, and 
the questions ably handled. Altogether it is ‘a very creditable 
work. 


A most comprehensive and complete work on “Intestinal 
Surgery” has just been received from the authors ‘in Paris. Its 
full title is *‘La Suture Intestinale—Histoire des Differents Pro- 
cedes d’Enterorrhaphie.” It ‘is written by Dr. Felix Terrier, 
Professor of Operative Surgery in the Faculty of Medicine of 
Paris, Surgeon to the Bichat Hospital, ete, and Dr. Marcel 
Baudouin, Director of the [ustitute of Bibliography, of Paris, ete. 
It gives a clear, concise history of the various intestinal opera- 
tions proposed, from the beginning of ‘the “first period’ of In- 
dian, Arabian and Italian surgery (as related by Hippocrates, 
Albucasis, ete.) to the note of Dr. J. Shelton Horsley, of El Paso, 
Tex., accredited to the American Journal of Surgery and Gyne- 
cology in 1898. Naturally the most important feature of the 
book is that which deals with American contributions to Inites- 
‘tinal surgery, foremost rank being given to the work (and but- 
ton) of Dr. J. B. Murphy, of Chicago; next to him Dr. Nicholas 
Senn receives most attention. Other Chicago men quoted quite 
often are: Byron Robinson, Malcolm Harris and L. Hektoen, 
but, strange to say, the name of Dr. Christian Fenger does not 
occur. Perhaps the most remarkable feature of the treatise is 
all absence of mention of the able work of the late Dr. Charles 
T. Parkes, of Rush Medical College. Our St. Louis men who 
receive frequent and favorable notice are Drs. Waldo Briggs, 
Augustus C. Bernays, A. V. L. Brokaw, H. H. Mudd and Fran- 
cis Reder; other Missourians mentioned ‘are Drs. A. H. Cordier, 
M. B. Ward and W. D. Foster—thus placing the State, numeri- 
eally, in tthe lead of all others. New York men who have 
achieved greatness sufficient to receive notice are Drs. Robert 
Abbe, R. H. M. Dawbarn, I’. S. Dennis and R. F. Weir. - Phil- 
adelphians noted are: Drs. W. E. Ashton, J. M. Baldy, J. B. 
Deaver, W. W. Keen, E. La Place and W. B. Van Lennep; and 
miscellaneous; Drs. C. G. Cumston, of ‘Boston; Rudolph Matas, 
of New Orleans; J. B. 8S. Davis, of Birmingham, Ala.; C. E. 
Ruth, of Keokuk; W. B. Rogers, of Memphis; B. Merrill Rick- 
etts, of Cincinnati; W. E. Halstead, of Baltimore, and H. H. 
Grant and A. M. Vance, of Louisville. While much of the con- 
tents may be found in Senn’s ‘“Enterorrhaphy—Its ‘History, 
Technique and Present Status” (Chicago, 1893), and Von Frey’s 
“Ueber die Technik der Darmnaht”’ (Tuebingen, 1895), yet every 
surgeon who reads French should have ‘this elaborate work. It 
eontains 420 pages, with 587 illustrations, and a remarkably 
complete list of authors and papers upon intestmal operations. 
The price is 15 franes ($3.20): to be had from the Institut de 
Bibliographie Scientifique, 98 Boulevayd St. Germain, Paris. 


Dr. E. B. Smith, of Detroit, has assumed editorial manage- 
ment of the National Hospital Record. The first number under 
his control is a most interesting one, gvith promise of better 
things in future. The publishers are to be congratulated upon 
securing the services of such a capable editor a» Dr. Smith. 


In the February number of the American Monthly Review 
of Reviews the editor seeks to apply ‘the lesson of our national 
failures in the South during ithe reconstruction period following 
the Qivil War to the present problems of a simiilar nature in 
Cuba, Porto Rico and the Philippines. His deductions are in- 
teresting and instructive. He says: “The true way to restore 
the South ‘to the Union after the war was to restore the South 
ito its own people.” The same principle applies to-day in thé 
new territories just coming under our control. The editor warns 
us against a new type of “carpet-bagger” who is threatening to 
invade Cuba—namely, ‘the franchise grabber. A large proportion 
of space in this number of 'the Review is given up to editorial 
and contributed articles on ‘the management of foreign depenid- 
encies. Sylvester Baxter contributes an interesting study of 
the Dutch rule in Java, and Dr. Daniel Dorchester makes 4 
staitistical exhibit of the recent drift toward colonial and pro- 


The volume of transactions of the Medical Society of the 
State of North Carolina (Forty-fifth annual meeting, May 3, 4 
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(C. P. Vegetable Glycerine. 


MARCHAND'S EYE BALSAM 


ppt IS THE MOST POWERFUL AND AT THE SAME TIME HARMLESS 
HEALING AGENT KNOWN. 
HYDROZONE (30 volumes preserved 
aqueous solution of H2O:) 
THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
| HARMLESS STIMULANT TO HEALTHY CGRANULATIONS. 


Cure quickly Suppurative and Inflammatory Diseases of the Eye: 
| Catarrhal Conjunctivitis or Ophthalmia, — Purulent Conjunctivitis, 
| Ophthaimia in Children, Inflamed and Granular Eye Lids, Etc. 
| Wash the Eye Lids (morning and evening) with lukewarm water -containing 2 per cent. 


| of Hydrozone, then apply Marchand’s Eye Balsam to the outer Edge of the Eye. 


Send for free 240-page book “ Treatment of Diseases caused by Germs,” containing reprints of 120 scientific articles 

by leading contributors to medical literature. 
| Physicians remitting 50 cents will receive one complimentary sample of each, “‘ Hydrozone” and “ Eye Balsam” by 
| | express, charges prepaid. 


Marehand’s Eye Balsam is put up only in one size bottle. Package sealed PREPARED ONLY BY 


{ | with my signature. 


Hydrozone is put up only in extra small, small, medium, and large size bottles, 
bearing a red label, white letters, gold and blue border with my signature. nee 

Giyeozone i is put up only in 4-oz., 8-oz. and 16-0z. bottles, bearing a yellow label, 
| | white and black letters, red and blue border with my signature. 


Chemist and Graduate of the ** Ecole Centrale des Arts et Manufactures de Paris” (France) 


Charles Marchand, 28 Prince Street, New York. 
Sold by leading Druggists. t= Mention this Publication. 


Avoid Imitations. 


AN ANTISEPTIC DRESSING 
ANCISEPTIC PACKAGE. 


PROGRESS IN SURGERY 


Has been largely due to antiseptic preparations and aseptic methods. 
One great want of the surgeon and general practitioner has been a 
surgical dressing that was thoroughly antiseptic, put up in a 
thoroughly antiseptic container and applicable wherever inflamma- Ae 7% 3), 
tion was present. Unguentine in the collapsible tube fills this want. 


IN AN 


tube, free of expense. 


Sole Manufacturers, 


THE NORWICH PHARMACAL COMPANY, 


Norwich, New York. 


Observing physicians will admit that there is danger of contaminat- 1 1a) 
ing an antiseptic ointment when put up in jars or other containers +? 
where a large surface is exposed when the lid or cover is left off or 
not securely replaced. Acting upon the suggestions of prominent c F 
physicians we take pleasure in offering to the profession Unguentine ENT, ¢| is 
in the collapsible tube which gives an antiseptic dressing put up in Bano Pt x 
a thoroughly antiseptic container. iVE 4 = 
Its advantages are many. The physician can carry it in his case Ts l ee 
without danger of soiling either instruments, labels or any of its Migractupco so 
contents. It is most convenient, as the ointment can be easily ap- pay Pesai2 
plied on skin or bandage without the use of a spatula or other instru- siete 
- a ment, and on account of size of the package you can always have the nee 
SIR ASTLEY COOPER. best surgical dressing for minor work with you. i ee 
It is the most economical, as it is the least expensive. ae " , 
The tube holds about 2 ounces and costs 25 cents. From the numerous letters of commendation we have es . 
already received from the profession we feel sure that the friends and users of Unguentine are pleased with this Be. abs - 
new container. 
To introduce Unguentine to you in the collapsible tube we will be pleased to send you, upon request, one cate 
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NOTICE TO SUBSCRIBERS AND CONTRIBUTORS. 


HIS JOURNAL IS SENT only to those who pay for it ; or to those for whom someone has paid. 
‘Sample copies’”’ are not sent month after month, as are some other St. Louis journals. Do not ask or ex- 


pect it. 1fyou want the journal it must be paid for. 


Notice of expiration of subscription will be sent by letter in ample time to prevent undesired discontinuance. 


No back numbers can be supplied. 


All articles contributed to this journal exclusively will be paid for liberally, in reprints or otherwise. No long ar- 
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The editor reserves the right to revise or condense all manuscripts submitted for publication. Rejection of an ar- 
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PATTERSON HOME. 


Morphine and Liquor 
Habits a Specialty. 


of these SO-CALLED habits, no Keeley or Gold 
Cure used, but what is known as the Patterson 
System of treatment, based upon the theory that 
the so-called habit is a disease proper of the ner- 
vous system and that the nerves MUST be restored 
in advunce of taking away the narcotic, hence no 
sickness or torture and scarcely discomfort 
attending acure. Write for details, 


Cc. E. PATTERSON, M.D., 
Medical Director and Manager, 
316 Bridge Street, Granp Rapips, MICH, 


Write for Large Tilustrated Booklet, Giving Full Information. Mailed Free. 


ANATOMICALLY CORRECT. 


i SHAPE, SIZE AND MATERIAL 


Are the important features. In all of these respects, 
our Uterine Stem Pessaries are now unquestionably 
far superior to all otners. Considered by the profession 
as PERFECTLY adapted for purposes designed. We 
have made recent improvements so that they are now 
of proper length and can readily be passed beyond the 
internal os, thus ensuring their remaining zn situ. As 
they are anatomically correct in shape, and made of 
very thin alumnia simplex (feather-weight), all pos- 
sibility of irritation is entirely precluded. Invaluable 
in leucorrhcea, dysmenorrhea, catarrhal affections, etc. 

in connection with our Insulated Electrical Staff, 
these stems may be attached to any battery; thus a 
remedial measure of distinct value to the gynecologist 
and patient becomes really available. 

Price, regular Size, 50c3 special sizes, to order, 
) 75c. and $1.00. Complete set of Three Stems and Intro- 
ducer, $3.00 


HUSTON BROTHERS, 


This Home is devoted exclusively to the cure 


Makers of Complete Lines Surgical and Dental 
Instruments, 


113 Adams St., Cor. S. ClarkSr., Chicago, III. 


Set of Three Rinsing Curettes, $1.50 
Same Set with Improved Handle, 200 sums 


Surgical Instruments and Supplies. *“ WM. G. WALTON, 


No. 1609 Erie Avenue, 
Philadelphia, Pa. 


Write for prices. Send for circular 
-of $15.00 Operating Table. 


THE PIONEER IN AMERICAN PSYCHOTHERAPEUTICS. = 


THE CHICAGO SCHOOL OF PSYCHOLOGY. 
(Incorporated.) 4020 DREXEL BOULEVARD, CHICAGO, ILL. 

An unequaled course of instruction in the most advanced methods of treating dis- 
ease by SUGGESTION. Splendid opportunity for clinical work. Handsome, steel-en- 
graved sheepskin diploma awarded our graduates, Information relative to terms, length 
of course, private treatments and Special Mail Course, will be forwarded upon application. 

‘HERBERT A. PARKYN, M. D., M. J. MURPHY, 
Medical Superintendent. Secretary 


DR. EMORY LANPHEAR, 


PRACTICE LIMITED TO 


SURGERY AND GYNECOLOGY, 


4049 Finney Ave., e St. Louis, No. 


DR. H. E. PEARSE, 
SURGEON. 


1018 E. 15th Street, KANSAS CITY, MO, 
Office Hours, 3 to5 P. M. 


A. H. CORDIER, M. D., 


“> ABDOMINAL SURGERY AND DISEASES OF WOME, < 
RIALTO BUILDING, 
ansas City, Mo. 


JOHN C, McCLINTOCK, A. M., M.D, 


Practice limited to Surgery 
and Gynecology. 
330 Kansas Ave., Topeka, Kansas, 


H. C. CROWELL, M. D., 


Practice Limited to Diseases of Women, 
THE BEST HOSPITAL ACCOMMODATIONS. 

Y. M. C. A. Building, 9th and Locust Sts., 
Office Hours: 2 to 5 KANSAS CITY, MO: 


WILLIAM McVEY, B.S., M.D,, 


Practice limited to 
Laryngology, Rhinology and Diseases 
of the Chest. 

TOPEKA, KANSAS. 


James Moores Ball, M. D., 


PRACTICE LIMITED TO 


DISEASES OF THE EYE AND EAR 


Office, 3509 Franklin Avenue, 
St. Louis, Mo. 


J. H. THOMPSON, M. D., 


Clinical Professor of Ophthalmology and 
Otology Kansas City Medical College. 


OPHTHALMIC SURCEON, 
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FURTHER OBSERVATIONS ON THE USE OF GLYCO- 
THYMOLINE. 


BY GEO. HOWARD THOMPSON, M. D., ST. LOUIS, MO. 


Professor of Materia Medica and Therapeutics in the St. Louis College of Phy- 
sicians and Surgeons. 


Since detailing my first experience in the treatment of 
eatarrhal aifections involving the upper air passages, tue writer 
has had a number of experiences in these various troubles cun- 
firming the statements therein made concerning glycothymoline. 
This agent seems to be a specific in acute coryza in which it re- 
quires but occasionally a slight antiphlogistic treatment. I fre- 
quently cure cases of acute coryza in three days and if I see 
the case early enough twenty-four hours often suffices to secure 
a practical cure. 

The technic which I carry out in the earliest stages of this 
disease is first to ‘“‘eocainize’’ the nasal mucous membrane with 
a few drops of a 4 per cent solution of encaine hydrochlorate 
which IJ inject into each nostril with a medicine dropper. When 
complete contraction has taken place, which results usually ia 
about five minutes, I gently cleanse the nasal passages with a 
20 per cent solution of glycothymoline (Kress), using a Birming- 
ham douche to properly control the flow of the solution. The 
douche is filled to three-fourths its capacity with the solution 
and the patient directed to throw the head well baek and insert 
the douche into one nostril, closing the vent with the finger 
when the flow is too copious. When the solution has risen to 
nearly the level of the opening of the other nostril the flow is 
stopped, the douche withdrawn, and the air passages are bathed 
in the solution for five minutes, when the fiuid is permitted to 
escape. The opposite nostril should now be treated in the same 
manner. It is needless te say that the solution should be of 
the same temperature as the body as cold solutions in the nose 
will aggravate any inflammatory condition of the nasal mucous 
membranes, and in cases of health will excite acute coryza. 
This immediately establishes complete nasal respiration, allay- 
ing the congestion and the intensely disagreeable sensations 
eharacterizing an acute cold in the head. Of course, the symp- 
toms recur after a while when the patient should again use the 
douche. He notices that with application the benefit is more 
lasting, the intervals between becoming longer, so that when 
the first three or four applications were administered at inter- 
vals of an hour the next two were two hours apart and after a 
day or two were no longer required, the patient being cured. 
A ten grain dose of Dover’s powder aecompanied with a hot foot 
bath and a hot whiskey lemonade at bed time are always uSe- 
ful, but not always necessary. 

A patient with acute coryza will appreciate anything that 
makes his breathing comfortable. Acute nasal catarrh is the 
most prominent symptom of coryza; coryza is a characteristic 
symptom ,to la grippe, though the acute nasal catarrh is not 
always as prominent as in simple acute catarrh. Still it is 
sufficiently prominent to aggravate the patient’s condition. This 
winter there has been a general epidemic of la grippe through- 
out our country. Many victims have consulted me in the early 
stages. Wherever acute nasal catarrh was a prominent symp- 
tom I prescribed. glycothymoline (Kress) with Birmingham 
douche as in acute coryza, with the result that all who had the 
catarrhal symptoms prominent were quickly cured, requiring 
but slight constitutional treatment; those in whom acute nasal 
eatarrh was not a prominent symptom, i. e., not sufficiently 
prominent to call for special attention, were generally com- 
pelled to take to their beds with aggravated symptoms of a 
theumatie nature, accompanied with raw, sore cough and re- 
quiring vigorous constitutional treatment. 

In chronic hypertrophic rhinitis one cannot hope for a rapid 
cure nor even for immediate results. In this affection I always 
prescribe agents known to have a restraining influence on the 
hyperplasia of connective tissue. My formula is: 

R. Hydrarg. chiloridi corr. gr. 1-40. 

Aurii et sodii chloridi gr. 1-30. 
Acidi arseniosi, gr. 1-30. : 

M cum saccharae albae q. s. et Ft. tabella uma. Sig.: A 
tablet every three or four hours. Where anemia is pronounced 
I add to the above tablet zine phosphide gr. 1-20 and strychnine 
Sulphate gr. 1-60. 

A patient with this form of rhinitis was recently discharged 
Practically cured, with the injunction to report about once a 
month for observation. O. P., male, aged thirty-seven years. 
On first examination he presented a generally healthy and 


*See Am. Journal Surg. and Gyn., 1897. 


vigorous appearance. The nasal passages gave evidence of 
chronic inflammation. The left was occluded with a pronounced 
thickening of the membrane covering the septum, which pro- 
truded into the cavity like a polypus, coming in contact with the 
membrane of the opposite wall. On the anterior aspect of this 
thickened mass was a small ulcer. ‘The patient admitted hay- 
ing had this condition for four years. Patient had never had 
syphilis. I prescribed the tablet above given and glycothymo- 
line (Kress) 25 per cent solution to be used with a Birmingham 
douche three times a day. In a week patient returned highly 
elated; the ulcer was almost well and the air passage no longer 
occluded and able to breathe through left nostril. In another 
week the ulcer was a reminiscence and the thickened protrusion 
from the septum seemed to be shrinking. From week to week 
the shrinking process continued perceptibly and the congested 
appearance of the membrane subsided to normal.  Patient’s 
solution was raised to 3315 per cent after the fourth week and 
continued at that strength throughout the remainder of his 
course of treatment. After two months’ consistent treatment 
with the douche the shrinking seemed to have reached its limit 
and tho still somewhat thickened the surface appeared normal, 
there were no more crusts forming and patient was requested to 
report monthly, using his douche morning and night. 

I give entire credit in this case to the glycothymoline tablet 
to prevent hyperplasia; for who ever saw either chloride of gold 
or chloride of mercury exert a definite preventive influence of 
this sort in the length of time without its having been caused 
by syphilis. The gold and mercury were given, as I usually do 
in chronic rhinitis, in deference to the reputation these agents 
have of restraining connective tissue substitution, and not with 
any expectation of their really serving any other purpose than 
mere tonics. 

Crawford Building, Sixth and Washington avenue. 


Medical Council calls attention to an article on “Continued 
Irrigation vs. Hysteroctomy ‘in Acute Puerperal Septic Metritis,” 
by Dr. Horace Mauseau, of Montreal, in which he cites several 
eases that show continued intra-uterine irrigation to be curative 
of septic metritis so bad as to call for hysterectomy. He dates 
his first case from 1885, in which there was a temperature of 
106 degrees F., with a pulse of 180. ‘The genftal tract was 
bathed in pus.” After forty hours of irrigation, with only four 
interruptions of less than one hour each, the temperature fell 
to 100 degrees F. The flow was at the rate of from seven to 
twelve gallons per hour. This case was severer than appears 
from this brief abstract, for it had relapst through no fault of 
the physician. During the short breaks in irrigation the tem- 
perature always went up from one-half to one degree. Con- 
valesence then became permanent after ten days’ continuous 
irrigation, during which time there had flowed in and out of 
the uterus over two thousand two hundred gallons of boiled 
water. He cites two other cases, and says he could give three 
more. 


According to Atlanta Medical and Surgical Journal, Block 
has recently described a new operation for the radical cure of 
hydrocele of the tunica vaginalis. The old method of injection of 
iodine, he points out, causes a very painful inflammatory reac- 
tion, and, in common with the more recent treatment by incision 
and drainage, necessitates prolonged rest in hed, and does not 
wholly insure freedom from relapse. The author makes a free 
incision into the sac. applies a three per cent solution of car- 
bolie acid to the surface of the coverings of the testicle and the 
whole of the inner surface of the tunica vaginalis, and stuffs the 
cavity with strips of iodoform gauze. After removal of the 
gauze, on the third or fourth day, the wound in the skin is closed 


| by catgut sutures. Of eighteen cases treated by this method, 


the patients having been seen after intervals between eight 
months and five vears from the date of operation. in one only was 
a relapse noted. This was a case of very large hydrocele in a 
man aged sixty-four years. 


Among interesting reprints recently received may be men- 
tioned Surgical Treatment of Retroflexions of the Uterus; by 
G. W. Shidler, York, Neb.; the Surgery of ithe Gall Bladder and 
Its Ducts, by Dr. H. O. Walker, Professor of Surgery in the 
Detroit College of Medicine; report of a Caise of Acute Double 
Hydrocele Due to Secondary Syphilis, by Howard Paxton Col- 
lings, B. 'S., M. D., Hot Sprimgs, Ark.; Some Remarks Concerning 
Rectal Affections, by Lewis H. Adler, Jr., M. D., Professor of 
Diseases of the Rectum in the Philadelphia Polyclinic; Advances 
tn ‘the Domain of Prevenitive Medicine, by J. M. G. Carter, M. D., 
Waukegan, Ill., Professor of Clinical and Preventive Medicin§ 
in the Medical Defartment of the University of Ifinois, Chiteago. 
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PROTONUCLEIN IN GENERAL PRACTICE.* 


BY G. W. SHERMAN, M.D., DETROIT, MICHIGAN. 
Published in The Physician and Surgeon exclusively. 


My first practical experience with protonuclein was on my- 
self. About two and a half years ago I was taken with a severe 
attack of acute catarrhal inflammation of the nasal mucous mem- 
brane which rapidly extended down the trachea into the bronchi. 
It began on a Friday morning with an almost incessant sneezing 
accompanied by blocking of the nose, fullness in the head and 
headache, followed later in the day by a thin, copious discharge 
from the nose, and an irritating cough. By 5 o’clock p. m. the 
Bame day my headache was severe, my limbs all ached, and on 
taking my temperature it registered 101 degrees. I had had 
similar attacks before, none apparently quite so severe, which 
always run a course of from one to three weeks. I had tried 
quinine and other remedies without any appreciable benefit, 
and was a willing subject to try something new. I had a few 
samples of protonuclein and began to take them ad libitum, 
starting about 5 o’clock in the evening. By Saturday morning 
I felt some better and continued taking the preparation through 
all that day, still ad libitum, and by evening, twenty-four hours 
after I began its use, felt considerably improved. I continued 
taking more during Sunday, when my nose cleared up, and the 
headache, fever, cough and soreness in my limbs disappeared. 
By Monday evening, after three days’ treatment, I was practical- 
ly well and attended a meeting of the Detroit Medical and Lib- 
rary Association. Since then I have always prescribed protonu- 
clein in these acute catarrhal affections with the same happy 
result. Experience has taught me that the proper dose for such 
cases, in the adult, is from six to twelve grains repeated every 
two to three hours. The treatment should be continued with 
smaller doses for a few days after the disease has disappeared 
to prevent a relapse. 

I have found protonuclein especially useful in the treatment 
of broncho-pneumonia in infants.and children. In these ¢ases 
I usually give from two to four grains, according to age, re- 
peated every two to three hours, and find that a recovery takes 
place in from three to five days. I have had remarkable success 
in treating pneumonia with this preparation and will briefly re- 
port three cases. 

Case 1. My mother, aged seventy-two years, on April 8, 1897, 
suffered a severe chill about 9 o’clock in the evening. Two 
hours later when I first saw her she complained of pain in the 
right side; was coughing up bloody mucus, and was very un- 
easy. Her heart had been irregular for some years, but now 
the pulse was 130 and her temperature 103 degrees. Physical 
examination revealed pneumonia of the right lung. I prescribed 
two grains of phenacetin and six grains of protonuclein to be 
repeated every two hours. By 10 o’clock the next day her tem- 
perature was 99 3-5 degrees and her pulse 108; the pain in her 
side was less and she felt much better. ‘The phenacetin was 
discontinued and the protonuclein continued. By the third day 
her temperature was normal and she felt so well that in spite 
of my protests, she was determined to sit up. She coughed up 
rust-colored sputum for six or seven days, but otherwise felt 
quite well. She has had no trouble with her lungs since. 

Case 2. J. R., a female aged twenty years, had a chill at 6 
o'clock in the morning, followed by fever and pain in the left 
side. I saw patient first at 8 o’clock p. m. next day, when her 
temperature was 102 degrees, pulse 115, respiration short, with 
pain in the left side, and dullness on percussion over lower half 
of left lung. I prescribed six grains of protonuclein and two 
grains of phenacetin, and ordered the dose to be repeated every 
two hours. Next day at 4 o’clock p. m. her temperature was 
101 degrees, pulse 108, and she felt and looked better, but 
eoughed up bloody mucus. ‘The third day at 4 o’clock p. m. her 
temperature was 104 degrees, pulse 120, and she felt worse, 
having more pain in her side, coughing up much bloody mucus, 
and feeling. restless. On inquiry I found that she had only re- 
ceived her medicine every four hours instead of every two 
hours as I had directed. I now prescribed nine grains of pro- 
tonuclein and two grains of phenacetin and ordered that the 
dose be repeated every two hours. The fourth day at 3 o’clock 
p. m. her temperature was 994 degrees, pulse 96, and she felt 
better, coughed less and had but little pain. The protonuclein 
and phenacetin were continued. The fifth day at 4 o’clock p. m. 
her temperature was 98 degrees, pulse 83, but little bloody 
mucus being expectorated, lungs clearing up, and she feels like 
leaving the bed. The protonuclein was continued and phenacetin 
discontinued. The sixth day her temperature and pulse were 
normal, appetite good and natient convalescent. I prescribed 
nine grains of protonuclein, the dose to be repeated four times a 
day for a few days, after which no further medication was re- 
quired. 


*Read before the Detroit Medical and Library Association. 


Case 3. C. G., a male aged sixty-three years, had not felt 
well for several days, and was taken with a fever the day be- 
fore I saw him. Patient complained of pain in his right side, 
and difiiculty in breathing. His temperature was 102% degrees, 
pulse 110, and the lower portion of his left lung was inflamed. 
I prescribed six grains of protonuclein and ordered that the dose 
be repated every two hours. The next day there was hepatiza- 
tion of the lower half of the right lung, with a temperature of 
1u2 degrees, and a pulse of 108. The protonuclein was now 
increased to nine grains, repeated every two hours. The third 
day the temperature was 101 degrees and the pulse 100. He felt 
better and on examination the lung was found to be clearing up. 
The protonuclein was continued. On the fourth day the tem- 
perature was 98 degrees, the pulse 84, patient had enjoyed a 
night’s rest, appetite returning, and lung much improved. 

I have treated ten cases of typhoid fever with protonuclein, all 
of which made an unusually early recovery considering the 
severity of the early symptoms of some cases. I will brietly 
report a few cases: 


I was called to a family in which one of the city physicians 
had charge of two typhoid fever cases; one, aged twenty years, 
who had been sick three weeks, and another, aged six years, 
who was just convalescing after seven weeks’ illness. By the 
time I made my second call a few days later, two other chil- 
dren of the family had taken sick. A boy seven years of age 
had not been feeling well for a few days, had no appetite, felt 
tired, tongue dry and coated, temperature 101 degrees. I gave 
him four grains of protonuclein every three hours. He began 
to feel better in a few days, and by the eighth day had entirely 
recovered. I will leave the members to decide whether this 
was typhoid fever or not. The other case was a girl aged ten 
years. She had the usual symptoms of typhoid fever, with a 
temperature of 102%4 degrees. Protonuclein, six grains, and 
phenactin, two grains, repeated every three hours, were pre- 
scribed. The temperature continued to rise until the fifth day, 
when it reached 104% degrees, pulse 180. The phenacetin was 
discontinued and the cold pack substituted (which was poorly 
dispensed) and protonuclein increased to nine grains, repeated 
every two hours. The temperature from the fifth to the tenth 
day ranged between 102% degrees and 104% degrees, and con- 
siderable diarrhea set in which was controlled with bismuth 
and turpentine emulsion. From the tenth day the temperature 
gradually declined until the fifteenth day, when it became nor- 
mal and remained so thereafter. It will be noticed that larger 
doses of protonuclein were used in this case than in the first 
case and a more decisive recovery ensued. 

I have recently treated two other patients, one aged six 
years and the other twelve years, both girls, with large doses 
of protonuclein, in whom the fever ran a course almost identical 
with the above case. About the twelfth or thirteenth day they 
began to ask for food, and in a few days the desire to take 
nourishment became so keen that it was difficult to refuse them 
something more substantial than milk. All these cases, lost their 
hair during convalescence. 

Protonuclein has a wonderful effect in maintaining the 
spirits and vitality of a patient during fever and has no ‘de- 
pressing effect, while it reduces the temperature. This is par- 
ticularly noticeable in typhoid cases. They do not lapse into 
that stupid condition which is so characteristic of this disease. 

When protonuclein is taken in large doses, say ten to fifteen 
grains repeated every two or three hours, it produces a ¢ eafness 
and ringing in the ears very similar to that produced by large 
doses of quinine. In such doses it may also cause an unsteadi- 
ness of the nerves and an increased frequeney of the heart’s 
action. If this condition is observed during the treatment of a 
disease it is well to withhold a few doses, wien these symptoms 
will readily disappear without leaving any bad effects. 

I have given protonuclein in scarlet fever with the effect of 
having the temperature decline and the swelling of the glands 
of the neck disappear, while the rash is coming out. I have 
given it with great success in puerperal fever, erysipelas, in- 
fected wounds, and in fact, consider it a valuable remedy in all 
infectious diseases. 

Protonuclein also has quite marked tonic effects which are 
particularly noticeable when given in cases of general debitity 
resulting from advanced age. As a tonic it should be given in 
from six to nine grain doses after meals and at bed time. In 
neurasthenic cases it is of benefit, restoring a normal tone fo 
the nervous system. I have given it in a few cases of whoopins- 
cough with benefit. In cases wherein the temperature is high 
I usually prescribe small doses of phenacetin as a palliative 
remedy to assist in bringing down the temperature until the 
protonuclein has time to produce results. I consider protonucleia 
a very valuable addition to our remedies in combating disease, 
and feel that all who use it in large doses will be gratified with 
its results. 
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ADVERTISING RATES FORK 1899. 


l year. 6 mo, 3 mo. 
One-half Page....... aes 150 00 80 00 
One-fourth Page. 80 00 50 00 
Oue-eighth Page 50 00 80 06 
One Column. ................. 200 00 120 00 70 00 


Four inches, single col... 100 00 60 00 40 00 
Oneinch, singlecolumn. 380 00 20 00 15 00 


EUREKA SPRINGS, NORTHWEST 
ARKANSAS. 


This famous health and pleasure resort 
is located in the heart of Ozark Moun- 
tains. Climate mild and bracing. Waters 
unequaled for purity and medicinal qual- 
{ties. The Crescent Hotel is now open. 
Rates reasonable. Excursion tickets on 
gale all the year. Through sleepers via 
St. L. &S. F. R. R. Write to George T. 
Nicholson, G. P. A., Frisco Line, St. 
Louis, Mo., or Manager Crescent Hotel, 
Eureka Springs, for descriptive pam- 
phiet. 


PRURITUS ANI. 


A. J. Baker Flint, M. D., 102 Hunting- 
ton avenue, Boston, writes of a case: “I 
want, in the interest of humanity, to ask 
you to lay special stress upon the value 
of Unguentine in pruritus ani. I per- 
sonally have been tortured with it for 
seven or eight years, and never have 
found anything to act only as a palliative 
until I used your preparation, which has 
absolutely cured me, and now my faith 
in it is such that I prescribe it for every- 
thing in which there is inflammation, or 
where it is necessary.” 


{ 
STUDYING FOR A DOCTOR. 

Rural Aunt—And what do you work at 
when you are at home? 

City Nephew (on a vacation)—Why, I’m 
etudying for a doctor. 

Rural Aunt—Do tell! Ain’t the doctor 
able to do his own studying?—New York 
Lancet. 


UPBRAIDING THE DOCTOR. 

Dr. Samuel Wolf, physician to the 
Philadelphia Hospital and neurologist to 
the Samaritan Hospital of Philadelphia, 
presents among others a case which is of 
special value at this time. He says: 
“The entire experience of the writer with 
Antikamnia is not confined to the series 
of cases on which this paper is based, al- 
though its previous use had been limited 
to a few prescriptions, and those in cases 
where it was given after the usual rout- 
me had been exhausted. It is, however, 
to a striking result inone of these in- 
stances that the incentive to investigate 
more fully is to be largely attributed. A 


man of 42, in the course of an attack of 
la grippe, ‘was enduring extreme torture 
from the pain of a trigeminal neuralgia. 
The second ten grain dose of Antikamnia 
gave such complete and permanent relief 
that my patient, a druggist of large ex- 
perience, asked me, ‘Why didn’t you pre- 
scribe this remedy before?’ ” 


The following officers were elected at 
Nashville of the Mississippi Valley Medi- 
cal Association: 

President—Dr. Duncan Eve, Nashville, 
Tenn. 

First Vice-President—Dr. A. J. Ochsner, 
Chicago, Il. 

Second Vice-President—Dr. J. C. Morfit, 
St. Louis, Mo. 

Secretary—Dr. Henry E. Tuley, Louis- 
ville, Ky. (111 W. Ky. St.) 

Treasurer—Dr. Dudley S. Reynolds, 
Louisville, Ky. 

Next Place of Meeting—Uhicago. 

Chairman of Committee of Arrange- 
ments—Dr. Harold N. Moyer. 

Time of Meeting—October, 1899, date 
to be determined by the exec .i1tive officers 
and the chairman of the Committee of 
Arrangements. 


Dr. Bransford Lewis has resigned the 
chair of Genito-urinary Surgery in the St. 
Louis College of Physicians and Sur- 
geons. His successor has uot yet been 
appointed. 


Dr. Otto Sutter has resigned the posi- 
tion of superintendent of the St. Louis 
City Hospital and will devote his atten- 
tion to surgical practice. He is succeeded 
by Dr. Armand Ravold, previously city 
bacteriologist. 


At a meeting of the American Academy 
of Railway Surgeons recently held in 
Chicago, Ill, the following officers were 
elected for the ensuing year: President, 
Dr. W. W. Grant, Denver, Col.; first vice: 
president, Dr. J. F. Pritchard, Manito- 
woe, Wis.; second vice-president, Dr. J. 
P. Lord, Omaha, Neb.; secretary, Dr. T. 
B. Lacey, Council Bluffs, Ia.; treasurer, 
Dr. C. B. Kibler, Corry, Pa.; editor, Dr. 
Fred J. Hodges, Ashland, Wis. The next 
meeting will be held in Omaha, Neb., in 
October, 1899. 


OF GREAT VALUE. 


I take great pleasure in offering my 
testimony to the great value of Cactina 
Pillets, in cases of weak and irregular 
action of the heart. I have used them 
for four years and have never been dis- 
appointed in them. They not only stim- 
ulate the heart, but improve that organ 


permanently. I find them very useful in 

all cases of typhoid fever and pneumo- 

nia. Cc. B. MATTHBWS, M. D. 
Kent, Ind. 


SANMETTO IN ENURESIS DIURNA 
ET NOCTURNA. 

| Some years ago my attention was called 
to Sanmetto as a remedy for troubles of 
the genito-urinary organs, particularly 
in men past middle life, and I have had 
some very gratifying successes with its 
use. Recently I was called upon to pre- 
‘scribe for two boys, eight and ten years 
of age respectively. Everything had been 
tried, including whipping, to break up 
the “habit” of wetting the bed at night, 
and one of them also his clothing in the 
day time. It occurred to me that San- 
jmetto would be worth trying, and to the 
delight of every one concerned it has 
been perfectly successful; and now for 
the past six months and twelve months 
respectively, these boys have been en- 
tirely cured of this unfortunate “habit.” 
{Undoubtedly the trouble was due to irri- 
|tability of the prostate and mucous mem- 
brane of the bladder; hence the prompt 
and permanent relief afforded by San- 
metto. I have written these few lines 
hastily, calling the attention of the pro 
fession to these cases, with the hope that 
others will try the same remedy for the 
same “habit.” 

JAMES A. STEWART, M. D. 
Baltimore, Md. 


PRURITIS ANI. 

A. J. Baker Flint, M. D., 102 Hunting- 
ton avenue, Back Bay, Boston, writes 
of a case: “I want to, in the interest of 
humanity, ask you to lay special stress 
upon the value of Unguentine in pruritis 
ant. I personally have been tortured 
with it for seven or eight years and 
never have found anything to act only as 
a palliative until I used your prepara- 
tion, which has absolutely cured me, and 
now my faith in it is such that I pre 
scribe it for everything in which there is 
inflammation or where it is necessary.” 


SLOWLY STARVING. 
William Wayworn—Doctor, I am slow- 
ly starving. 
Dr. Hargreaves—Of course. No one 
would expect you to do anything in a 
hurry. 


VERY EFFDRCTIVE. 

I have used Peacock’s Chionia and find 
it very effective. I shall continue to pre- 
sgcribe it in my practice. 

A. P. DALRYMPLE, M. D. 

New York, N. Y. 
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OF NEW SUBSCRIBERS 
have been printed in these 
5 pages during the past....... 


This is something unprecedented in the history 
of Medical Journalism. And the List Still Grows. 


DAYS’ GROWTH. 


During the past 30 days the following new Subscriptions have been received: 


NEW SUBSCRIBERS. 


ALABAMA. 


Dr. J. A. Howle, Wetumpka. 

Dr. D. D. Cole, Little River. 
ARKANSAS. 

Dr. R. D. Jones, Rock ‘Creek. 

Dr. P. Lininger, Springdale. 

Dr. R. M. Huntingdon, Hot Springs. 

BRITISH COLUMBIA. 
Dr. J. A. McNaughton, Vancouver. 
Dr. R. J. Hawkey, Nelson. 


CALIFORNIA. 
Dr. 8. I. Harrison, San Francisco. 
Dr. Myra Knox, Oakland. 
COLORADO. 
Dr. C. K. Fleming, Denver. 
Dr. Catherine C. Polly, Elkton. 
FLORIDA, 
Dr. E. W. Pugh, Miami. 
GEORGIA. 
Dr. W. F. Westmoreland, Atlanta. 
Dr. J. B. S. Holmes, Atlanta. 
Dr. E. W. Smith, Atlanta. 
/Dr. W. Matthews, Quitman. 
ILLINOIS. 
Dr. W. F. Grimstead, Cairo. 
Dr. Gould Smith, Broadlands. 
Dr. D. T. Kyner, Blue Mound. 
‘Dr. W. M. Catto, Decatur. 
Dr. C. F. Powell, ‘Compton. 
‘Dr. James Hardley, Chicago. 
Dr. J. S. Jenkins, Burnside. 
INDIANA. 
Dr. H. D. Fair, Red Key. 
Dr. J. Y. Todd, Indianapolis. 
Dr. E. Hawkins, Greencastle. 
Dr. ‘Carrie E. Bennett, Marion. 
Dr. W. E. Risinger, Billingsville. 
INDIAN TERRITORY. 
Dr. S. D. Wheat, Marietta. 
Dr. G. E. Smythe, Miami. 
IOWA. 
Dr. Essie F. Smith, Le Mars. 
Dr. Lee Weber, Davenport. 
Dr. G. E. Decker, Davenport. 
Dr. C. B. Moffett, Creston. 
Dr. Alice Ross, Waubeck. 
KENTUCKY. 
Dr. J. A. H. Miller, Princeton. 
KANSAS. 
Dr. Alice Magruder, Pittsburg. 
Dr. Frances Baker, Topeka. 
Dr. J. S. McBride, Moundridge. 
LOUISIANA. 
Dr. W. P. Perkins, Bastrop. 
MAINE. 
Dr. BE. A. Bradbury, Norway. 
MARYLAND. 
Dr. E. M. Bush, Hampstead. 
Dr. A. J. Smith, Wolfsville. 
Dr. Thomas Opie, Baltimore. 


NEW SUBSCRIBERS. 


MASSACHUSETTS. 
Dr. A. P. Clarke, Cambridge. 
Dr. Helen Goodspeed, Worcester. 
Dr. Anne Blossom, North Adams. 
Dr. C. 'C. Partridge, Hyde Park. 
MEXICO. 
Dr. Edwardo Liceaga, Mexico. 
MICHIGAN. 
Dr. C. H. Murphy, Williamstown. 
MISSISSIPPI. 
Dr. W. W. Liddell, Carrollton. 
Dr. J. M. May, Westside. 
Dr. L. H. Von Gohren, Bay St. Louis. 
MISSOURI. 
Dr. J. L. Reynolds, Many Springs. 
Dr. W. F. Walter, Lone Elm. 
Dr. M. P. Sexton, Kansas City. 
Dr. W. J. Hays, Brighton. 
Dr. Berenice B. Barr, Clinton. 
Dr. Ella Graham, Clinton. 
Dr. H. Miles, Old Orchard. 
Dr. W. E. Dawson, Eldorado Springs. 
Dr. J. T. Walsh, Pawnee. 
L. Cooper, Valley Park. 
E. Jackson, St. Louis. 
N. Gourley, Conway. 
. W. Reid, Humphrey. 
. Rothschild, St. Louis. 
NEBRASKA. 
. E. Walker, Union. 
eo. Haslam, Fremont. 
. B. Davis, Omaha. 
. T. Carson, Holstein. 
. Hugh Hipple, Omaha. 
. W. Stone, Wahoo. 
NEVADA. 
. L. Samuels, Winnemucca. 
NEW JERSEY. 
Dr. H. M. Banks, Englewood. 
Dr. W. P. Martin, Newark. 
Dr. J. W. Proctor, Englewood. 
Dr. P. B. Preston, Newark. 
“Dr. B. W. Hoagland, Woodbridge. 
NEW MEXICO. 


Q> 


> 


MONTH 


NEW SUBSCRIBERS. 


OKLAHOMA. 
Dr. J. Vawter, Ponca City. 
Dr. M. A. Kelso, Enid. ‘ 
Dr. R. E. Macker, Norman. 
Dr. W. F. Hazelton, Jefferson. 


OREGON. 
Dr. Clara Davidson, Newberg. 
PENNSYLVANIA. 
Dr. D. D. Delaney, Johnsonburg. 
Dr. C. W. McElhaney, Greenville. 
Dr. W. F. Brady, Scranton. 
Dr. G. A. Savitsky, Philadelphia. 
Dr. Helen Keiselbaum, Philadelphia. 
Dr. Jerome Longenecker, Philadelphia, 
Dr. R. N. Downes, Germantown. 
Dr. Wm. G. Winder, Philadelphia. 
Dr. B. W. Baillette, Philadelphia. 
Dr. A. L. Feltwell, Philadelphia. 
Dr. C. W. Baker, Brownsdale. 
A. G. Ottinger, Philadelphia. 
Dr. C. M. Burke, Philadelphia. 
. J. N. Hamilton, Philadelphia. 
Dr. G. Conklin, Orwell. 
Dr. G. Y. McCracken, Philadelphia. 
Dr. B. L. Gordon, Philadelphia. 
Dr. Joseph Straun, Philadelphia. 
Dr. Chas. Baum, Philadelphia. 
Dr. J. BE. Taylor, Rockland. 
SOUTH CAROLINA. 
Dr. J. D. Whitehead. 
TENNESSEE. 
Dr. W. H. Whitelaw, Brownsville. 
Dr. J. W. Douglas, Bolivar. 
Dr. J. R. Charlton, La Vergne. 
Dr. Washington Long, Mt. Pleasant. 
Dr. R. W. Mason, Temperance Hall. 
TEXAS. 
Dr. T. L. Dean, Barstow. 
Dr. J. W. Rochelle, New Boston. 
Dr. J. A. Gracey, Waxahatchie. 
Dr. F. L. Barnes, Trinity. 
Dr. Bacon Saunders, Ft. Worth. 


Dr. W. ©. Bailey, Las Vegas Hot Dr. H. A. Barr, Beaumont. 


Springs. 
NEW YORK. 
Dr. Margaret Cleaves, New York. 
Dr. A. M. Phelps, New York. 
Dr. W. G. Macdonald, Albany. 
Dr. G. M. Tuttle, New York. 
Dr. R. L. Irvine, Sing Sing. 
Dr. F. W. Bickeston, New York. 
Dr. T. M. Buckley, Brooklyn. 
Dr. F. C. Valentine, New York. 
Dr. W. L. Bradley, New York. 
Dr. W. F. Grier, New York. 
Dr. F. M. Hilbig, New York. 
NOVA SCOTIA. 
Dr. J. W. Harris, Yarmouth. 
OHIO. 
Dr. Mary J. Finley, Mansfield. 
Dr. Geo. W. Crile, Cleveland. 


Dr. J. D. Fennell, Seguin. 
Dr. J. T. Masoner, Newark. 
Dr. T. B. Richardson, Snyder. 
Dr. K. Hudspeth, San Antonio. 
UTAH. 
Dr. 8S. H. Pinkerton, Salt Lake City. 
Dr. U. H. Norris, Salt Lake City. 
Dr. W. M. Brown, Salt Lake City. 
WASHINGTON. 
Dr. U. B. Clough, Endicott. 
Dr. Agnes B. Harrison, Seattle. 
WEST VIRGINIA. 
Dr. W. H. M. Sinnett, Smithville. 
WISCONSIN. 
Dr. C. A. Beebe, Marshall. 
WYOMING. 
Dr. W. W. Crook, Cheyenne. 
Dr. R. B. Grimes, Cheyenne. 
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